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Youth are among the vulnerable population for contracting HIV and AIDS.  Their sexual behaviour risks increase when they have inadequate psychosocial competences.  Using a cross sectional study design, psychosocial competences for HIV and AIDS prevention and sexual behaviour were assessed among both in and out of school youth respondents aged 15 - 35 years in Mbulu and Mufindi districts.  Data was collected through Questionnaire, focus group discussions with the youth, in depth interviews with parents, social workers and government officials at Ward levels.  Non participant observation was also used.  The study evaluated the types of sexual behaviour risks for HIV and AIDS infection, assessed the psychosocial competences for HIV and AIDS prevention among youth and determined the impact of psychosocial competences on youth sexual behaviour. Data was analysed using SPSS software.  Significant differences were found among the youth in engagement into risk sexual behaviour and in decision making ability.  Female had low decision making ability compared to male youth in the study areas.  Self awareness was high among male and female youth however social support for HIV prevention was inadequate in the study areas.  Multiple regression analysis indicated that age was a common predictor for sexual behaviour in the study areas.  Attitudes and beliefs had significant positive impact on youth sexual behaviour in Mufindi while religion had positive significant impact on youth sexual behaviour in Mbulu.  Based on the findings youth involved into risk sexual behaviour and they had inadequate psychosocial competences for HIV and AIDS prevention.  Action should be taken to formulate and finance youth programmes that aim to train and impart psychosocial competences for HIV and AIDS prevention. 
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1.1	Background to the Research Problem
The youth encounter many challenges both psychological and social during their transition period to adulthood. Such challenges put them into a high risk of contracting Human Immune deficiency Virus (HIV) and Acquired Immuno deficiency Syndrome (AIDS). The African Union (AU) in the adopted African Youth Charter (AYC) defines youth as persons within the age range of 15 to 35 years (AU, 2006).  According to the United Nation (UN) standards, 'youth' are defined as people between 15 and 24 years (UN, 2001).   

The National Youth Development Policy and National Population Policy adopted the United Nations definition of the youth as being any persons aged from 15 to 24 years (URT, 1992; URT, 1996).  In the current National Youth Development Policy youth are defined as young men and women from age group of 15- 35 (URT, 2007).  This study adopted the African Youth Charter’s definition of youth as persons aged between 15 and 35 years old.

According to Steinberg (2002), there are three broad categories of psychosocial problems that youth encounter.  These include substance abuse (misuse of legal and illegal drugs), internalizing problems (problems that are emotional and cognitive in nature that turned inward for example depression and anxiety), and externalizing problems (problems that are behavioural in nature and turned outward for example aggression, delinquency and conduct disorder).   
HIV and AIDS are behavioural related problems and the youth are among the vulnerable population.   With at least 40 million infected individuals worldwide, HIV and AIDS have become a serious global psychosocial crisis (NASP, 2012).  The youth, being the majority among the HIV and AIDS infected individuals, encounter and suffer the consequences of considerable risks, particularly those related to sexual and reproductive health such as early sexual debut and unprotected sexual intercourse.  According to Tanzania HIV and AIDS and Malaria Indicator Survey (2013), for example, nine percent of female and 10 percent of male aged 15-24 had sexual intercourse for the first time before age 15.  Moreover, condom use was found to be nearly identical for both female and male (58 percent and 59 percent) respectively.

 Youth vulnerability to HIV and AIDS infection increases when youth had in adequate psychosocial competences (Lugoe, 1994; Carr-Hill et al. 2002).  The WHO (1997) defines psychosocial competences as the abilities for adoptive and positive behaviour that enable individuals to deal effectively with demands and challenges of everyday life.  UNICEF (2000) defines psychosocial competences as the abilities that help to promote mental - well being and competence in young people as they face the realities of life. According to UNICEF (2000) and WHO (1997) psychosocial competences are generally applied in various aspects of life such as health and social aspects including knowledge about human relations, knowledge about social influences on behaviour and knowledge about rights and responsibilities as well as aspects related to health problems.  Psychosocial competences can apply to aspects such as teenage pregnancy, STDs, and HIV and AIDS prevention.
Globally, comprehensive and correct knowledge about HIV among the youth have been on the rise.  However, 830 adolescents were infected with HIV everyday in 2012.  Furthermore, 670,000 youth were newly infected with HIV in 2013.  The youth, therefore, remain at the centre of the HIV and AIDS epidemic in terms of rates of infection, vulnerability, and potential for change (UNAIDS, 2012; UNAIDS, 2013).  According to UNAIDS (2009), one of the nine priority areas in its outcome framework 2009 – 2011 is the empowerment of young people in order to protect themselves from HIV infection.  

In Tanzania, the pandemic was first identified in 1983 after the clinical diagnosis of three patients in Kagera Region.  Thereafter, the pandemic continued to spread and by 1986 HIV and AIDS cases were reported in all the regions in Tanzania Mainland (URT, 2001; TACAIDS et al. 2005).  In Tanzania, HIV infection is caused by HIV-1 subtype and the common HIV-1 subtypes are A, C, D and their recombinants (NACP, 2012).  The results from the Tanzania HIV and AIDS Indicator Survey 2003-2004 indicate that, 6 percent of females and 4.2 percent of males among the youth aged between 15 and 24 years were HIV positive.  Furthermore, the prevalence of HIV for the youth aged from 25 to 29 was 9.4 per cent for females and 6.8 per cent for males (TACAIDS et al. 2005). 

The results of HIV and AIDS and Malaria surveys which were conducted in 2007/2008 indicate that 3,165 (3.7 per cent) females and 843 males (1.1 per cent) out of 6,008 youth aged between 15 and 24 were infected with HIV and AIDS.  Furthermore, the youth without any formal education were found to have higher (4 percent) prevalence of HIV than those with secondary education (1 percent) (TACAIDS et al. 2008).  The results of a recent survey of HIV and AIDS and Malaria Indicators which was conducted in 2011-12 show that the overall HIV and AIDS prevalence rate among the youth was 2 percent.  This prevalence rate was the same as the one measured in 2007/2008 survey.  The survey results indicate further that the percentages of females and males who were HIV positive were 6.6 and 2.8 percents respectively (TACAIDS et al. 2013).  These findings indicate that youth are still vulnerable to HIV and AIDS and that, females are more vulnerable than males.

HIV and AIDS infections as behavioural issues have implications on the youth sexual behaviour.  Sexual behaviour refers to sexual activity that may or may not involve sexual intercourse.  It has health implications such as reproduction, sexually transmitted diseases (STDs) and HIV and AIDS infection.  Since HIV infection is the result of human behaviour, behavioural change has been essential in the efforts towards curbing the spread of the infection (GHPG, 2008).  Behaviour change refers to any transformation or modification of human behaviour.  Ithttp://en.wikipedia.org/wiki/Behavior (​http:​/​​/​en.wikipedia.org​/​wiki​/​Behavior​) encompasses the range of behaviour changes that reduce the risk of HIV transmission or otherwise promote the development of social, physical, and legal environments that are conducive to risk reduction (GHPG, 2008).  In this respect, psychosocial competences are a key to enabling the youth opt for HIV and AIDS preventive behaviours such as the reduction of sexual partners, consistent use of condoms and delaying sexual activity. 

1.2. Statement of the Problem
HIV and AIDS which are primarily sexually transmitted infections have had severe global repercussions, and the youth have been the most affected among the global populations.  Sexual behaviour has contributed to an increase of HIV and AIDS and other sexually transmitted infection (STIs) among youth.  In Mufindi and Mbulu districts for example the number of new clients HIV positive aged 15-34 were (2588 and 172) respectively (NACP, 2012).  For many years, responses to the problem of high HIV prevalence among the youth have focused on information, education, and communication (IEC) materials designed to enable young people access the knowledge of HIV and AIDS prevention.  However, there has been little correlation between information and behaviour change (Temu et al. 2008; MDGs Report, 2008).  Despite high knowledge on HIV prevention, there is little relationship between knowledge and the application of this knowledge to curb further transmission of the pandemic (Odhiambo, 2001; Nkya et al. 2006; Lema et al. 2008).  

In addition, youth lack the competences that can help them avoid the risks of HIV infection (Odhiambo, 2001; Nkya et al. 2006).  Therefore it is not known whether or not the youth with high infection rates have low abilities in decision making and self awareness for HIV and AIDS prevention or whether there is perhaps inadequate social support to the youth for HIV and AIDS prevention.  An assessment on psychosocial competences among youth in relation to sexual behaviour is important in understanding how youth relate the psychosocial competences with their sexual behaviour in order to prevent HIV and AIDS infection.  

The study, therefore, assesses the effectiveness of psychosocial competences as a factor for behaviour change and determines the linkage between sexual behaviour and the psychosocial competences for HIV and AIDS prevention.
1.3 Research Objectives  
The main objective of this study was to assess whether psychosocial competences for HIV and AIDS among youth had an impact on youth sexual behaviour. 
 
1.3.1 Specific Objectives 
The specific objectives were to:
1). To examine the types of sexual behaviour that contribute to HIV and AIDS infection among the youth.
2). To evaluate the decision making abilities of youth on sexual practices that      contribute in the reduction of HIV and AIDS infection risks.
3). To examine self awareness of the youth on HIV and AIDS prevention that      contribute in the reduction of the risks of HIV and AIDS infection. 
4). To evaluate social support provided to the youth for the prevention       against HIV and AIDS infection.  
5). To investigate the influence of psychosocial competences for HIV and AIDS      prevention on sexual behaviour of youth.

1.4 Research Questions
To be more specific the study attempts to answer the following research questions.
1). What are sexual behaviour types that contribute to HIV and AIDS infection among the youth?
2). How do the youth make decision with regard to their sexual behavioural practices and HIV prevention?    
3). To what extent does self awareness on HIV prevention among the youth       contribute in the reduction of the risks of HIV and AIDS infection? 
4). How far is social support provided to the youth in order to prevent them against HIV and AIDS infection?   
5). What psychosocial competences influence youth sexual behaviour in the study areas?  	

1.5. Significance of the Study
The study will contribute to knowledge on the efforts to achieve MDG goal number six which aims at combating HIV and AIDS, Malaria and other diseases (URT 2006).  The study will specifically contribute to the efforts in achieving National Target Seven of the MGD’s in order to halt and begin to reverse the spread of HIV and AIDS through focusing on young people who are vulnerable to HIV and AIDS infection.  The study will help the Government and other stakeholders to identify the gaps in psychosocial competences among the youth, and therefore to find effective ways of equipping the youth with psychosocial competences.  The study will also help policy makers in identifying barriers to HIV and AIDS prevention among the youth so that they (policy makers) can have informed decision making strategies in improving the situation.  

The study will be useful in tackling issues in the National Strategy for Growth and Reduction of Poverty (NSGRP) and Youth Decade Plan of Action (YDPA) 2009-2018.  Among the crosscutting issues addressed in The National Strategy for Growth and Reduction of Poverty (NSGRP) and Youth Decade Plan of Action (YDPA) 2009-2018 is HIV and AIDS prevention among the youth.  The study findings will, therefore, be instructive in helping the efforts of improving the life and social wellbeing of the youth who are among the vulnerable groups.   In addition, the study findings will also be relevant in addressing the overall goal of the National Policy on HIV and AIDS which is to provide a framework for leadership and coordination of the National multisectoral response to the HIV and AIDS epidemic (URT, 2001). 

1.6 Conceptual Framework
Psychosocial competence is a person’s ability to deal effectively with the demands and challenges of everyday life.  It is a person’s ability to maintain a state of mental well-being and to demonstrate it in adaptive and positive behaviour while interacting with others, with one’s culture and with the environment.  Many of the problems in human functioning result from the interplay of a person and the environment hence the problems that the youth encounter would not have developed if their environmental circumstances had been appropriate (Bandura, 1978).   

HIV infection is a behavioural related problem among the youth.  In order to protect themselves, the youth require some competences which would enable them to make right decisions and choices.  The most effective way of preventing the spread of HIV and AIDs pandemic is adopting safer and responsible behaviour, and acquiring the right competences in interaction within the social networks (WHO, 1997; UNFPA, 2000; UNICEF, 2002). There is evidence that psychosocial competences can help the youth to reduce specific health risks such as STDs and HIV transmission and adopt healthy behaviours that improve their lives in general (Carr Hill et. al. 2002, Lugoe, 1996  WHO, 1997).  With adequate psychosocial competence one can therefore be able to explore alternatives, weigh pros and cons and make rational decisions in solving problems or issues that arise in one’s everyday life.  












Figure 1.1:  Bandura Self efficacy Model 1982
Source: Mejdoubi et al. (2011)

According to Bandura’s self efficacy model in figure 1.1, the beliefs that people have about themselves are critical elements in exercise of control and personal agency.  Bandura explains that an individual thought affects one’s behaviour and individual characteristics elicit certain responses from the social environment.  Self efficacy therefore, helps determine what individuals do with the knowledge and skills they have (Bandura, 1997). Modified from Bandura social cognitive theory, the model in Figure 1.2 assumes that the interaction of decision making abilities, self awareness, social support together with individual motivation factors such as knowledge, belief and attitudes can influence one’s sexual behaviour and enable one to change his/her risk behaviours and adopt healthy behaviours and therefore prevent him /herself from HIV and AIDS.

Furthermore, the conceptual frame work assumed that this interaction can also lead to HIV and AIDS infection if the abilities are inadequate.  In addition, the model shows that demographic and social economic characteristics can also influence sexual behaviour.  A research model in Figure 1.2 also shows how psychosocial competences can influence sexual behaviour which in turn leads to a fall in new HIV and AIDS infection.  Appendix 1 gives the definition of variables used in the model.

 





		   













Figure 1.2: Conceptual Framework for Analyzing Psychosocial Competences for HIV and AIDS Prevention and Sexual behaviour.
Source: Bandura, A. (1997)  
1.7 Scope and Limitations of the Study
The scope of this study has been limited to understand psychosocial competences and sexual behaviour among both in and out of school youth aged 15-35 in Mbulu and Mufindi Districts.  Therefore, the study investigated the types of sexual behaviour that lead to HIV and AIDS infection among the youth.  Furthermore, the study, determined how adequately youth have psychosocial competences for HIV and AIDS prevention.  The study also investigated the relationship between sexual behaviour and psychosocial competences.
 
The study encountered limitations however, they were handled and enabled the study to achieve its objectives.  One of the limitations was that the study topic required personal information that might lead to insincere responses.  This limitation was overcome by using triangulation methods which allowed a comparison of the results obtained from other methods such as in depth interviews and Focus Group Discussions.  The combination of various methods enabled the study to ensure the validity of the responses.  Another limitation was the limited coverage of the population.  The present study did not take a full coverage of the population.  This limitation was complimented by conducting the study in the two districts and specifically in the two wards. 

Therefore the information obtained was not misleading and therefore allow for generalization of the findings.  Despite these limitations the current study managed to provide important information for guiding preventive programmes for youth in schools and at community level particularly those related to reduction of risk sexual behaviour.
1.8 Organisation of the Study
This study is organized in six chapters.  Chapter One gives an introduction to the research where the background and the statement of the problem are discussed.  The chapter also covers the objectives of the study, research questions, significance of the study and conceptual framework.  Chapter Two focuses on literature review: the chapter explains the theories on behaviour change in explaining sexual behaviour of the youth and their competences on HIV and AIDS prevention.  Chapter Three explains the methods which were used to collect and analyze data.  Chapter Four presents the study findings.  








This Chapter explains the theoretical issues on behaviour change and the researches that have been conducted on psychosocial competences and behaviour change.  The review covers a range of literature to present what is known about sexual behaviour and psychosocial competences for HIV and AIDS prevention.  The review also focuses on the determinants of sexual behaviour among the youth and the empirical evidence on the linkage between psychosocial competences and sexual behaviour of youth.  Lastly, the review identifies gaps in information and research needs that call for the present study.

2.2 Theoretical Issues on Behaviour Change 
Behaviour change theories focus on a range of factors that influence behaviour determinants; these include factors within an individual (such as thoughts, feelings, and beliefs), factors in groups or relationships, and factors that exist in organizations, communities, and governments (such as structures, regulations, policies, and laws) (Glanz, 2008; Nutbeam et al. 2010).

This study was, therefore guided by individual theories in order to explain how abilities among the youth in decision making and self awareness regarding HIV prevention can influence sexual behaviour. Furthermore, social theories and structural and environmental theories explain how the social networks such as peer groups, family members and parents can contribute to the adoption of healthy behaviour among the youth leading to behavioural change.  The social networks also include health and education infrastructure, communication networks, cultural beliefs and practices (Bowler & Brass 2006). 

2.2.1 Individual Theories 
These are theories that focus on individuals’ attitudes, beliefs and intentions in explaining how individuals’ behaviour changes (Darnton, 2008; Mwageni, 2011).  This study, therefore, focuses on social learning theory, belief theory and risk reduction theory to explain how attitude, beliefs and intentions can determine behaviour changes among the youth. 

2.2.1.1 Social Learning Theory 
Development of positive or negative health behaviour largely depends on how an individual interacts with the environment.  The social learning theory indicates that behaviour change is affected by the environmental factors, personal factors, and attributes of the behaviour itself.  According to Bandura (1997), the principle of reciprocal determinism shows that behaviour and environment continuously interact and influence each other.  This theory emphasizes the importance of belief in one’s own ability to successfully perform a behaviour that is one’s self-efficacy.  Self-efficacy is considered to be the most important pre-requisite for behavioural change and it influences the amount of efforts expended into a task and the outcome of that task.  

In other words, a person must believe in his or her capacity to perform the behaviour; and furthermore a person must value the outcomes and consequences that he or she believes will occur as a result of performing a specific behaviour or action.  As Bandura (1997) proposes, both observational learning and participatory learning lead to the development of knowledge and skills necessary for behaviour change and they are powerful tools in building self confidence and self- efficacy.  Self efficacy can be raised in several ways such as providing opportunity for skills development or training, providing clear instructions; for example from parents, family members, and neighbours.  Psychosocial competences such as decision making and self awareness contributes to one’s self efficacy.  These skills enable an individual to make the right decisions for example in challenging situations and in understanding oneself (Bandura, 1997).      

2.2.1.2 Belief Theory 
Belief theory is a psychological theory that attempts to explain and predict health behaviours.  Predicting health behaviours is done by focusing on the attitudes and beliefs of individuals. The theory was first developed in the 1950s by social psychologists Hochbaum, Rosenstock and Kegels.  The theory has been used to explain a variety of long and short-term health behaviours, including sexual risk behaviours and the transmission of HIV and AIDS (Conner & Norman, 1996).  The theory is based on the understanding that a person will take a health-related action such as the use of condoms if he/she feels that a negative health condition like HIV can be avoided.  The person can, therefore, take the recommended health action of using condoms comfortably and confidently (Glanz et al. 2002).

This theory is explained in terms of four constructs representing the perceived threats and net benefits, that is, perceived susceptibility, perceived severity, perceived benefits, and perceived barriers. These concepts were proposed accounting to people's readiness to act (Stretcher & Rosenstock, 1997). This theory implies that the youth can perceive through believing that their exposure to HIV and AIDS by indulging themselves in risk behaviours can cause them contact the disease.  They can appreciate the need for knowledge and prevention of HIV and AIDS to avoid the resulting health consequences.  Furthermore, the youth can perceive the benefits, through believing that the recommended action of acquiring psychosocial competences would benefit them by preventing them from infecting others or being infected.  The identification of personal barriers that limit acquisition of psychosocial competences and exploration of ways to eliminate or reduce the barriers are also important for successful adherence to healthy behaviours (Glanz  et al. 2002).    

2. 2.1.3 AIDS Risk Reduction Theory
AIDS Risk Reduction theory was introduced in 1990.  The theory explains and predicts the behaviour change efforts of individuals.  The main thrust of the theory is that individuals assess various options before changing their behaviour.  Therefore, in explaining behaviour change the following three stages are to be in consideration.  
The first stage is recognition and labelling of one's behaviour as high risk.  The factors under consideration are knowledge of sexual activities associated with HIV transmission, a belief that one is personally susceptible to contracting HIV, a belief that having AIDS is undesirable and finally social norms and networking (Catania et al. 1990).

The second stage involves making a commitment to reduce high-risk sexual contacts
and increasing low-risk activities.  The factors in this stage include individual weighing between cost and benefits, and the realization that the changes can affect one’s enjoyment of sex.  The other factor is response efficacy, which seeks to assess changes to successful reduction of one’s risk to HIV infection.  In turn, self-efficacy, knowledge of health utility and the ability to enjoy sexual practice, and social factors such as group norms and social support are believed to influence an individual's beliefs in cost and benefit and self efficacy (Catania et al. 1990). The third stage is taking action, and this divided into three phases: information seeking, obtaining remedies and enacting solutions (Catania et al. 1990). According to Catania et al. (1990) the three phrases can occur concurrently or one at a time depending on an individual. Those influencing these stages include social networks and problem-solving choices such as self-help, informal and formal help, prior experiences with problems and solutions, level of self-esteem, resource requirements of acquiring help, ability to communicate verbally with sexual partner and sexual partner's beliefs and behaviours. 

Apart from the stages and influences, the theory also explains other internal and external factors that can motivate individual movement across stages such as aversive emotional states referring to high levels of distress over HIV and AIDS or alcohol and drug abuse that blunt emotional states.  These can facilitate or hinder the labelling of one's behaviours.  While external motivators such as public education campaigns and informal support groups, can cause people to examine and potentially change their sexual behaviours (Catania et al. 1990).

2. 2.1.4 Limitations
Individual theories focus particularly on the individual, and therefore, the social cultural aspects that can influence an individual and limit one’s behaviour choices and ability to take action were not considered in these theories.  

2.2.2. Social Theories
In this group of theories the study used social network theory to explain how relationships and networks can contribute to behaviour change.

2.2.2.1 Social Network Theory
Social network theory was propounded by Barnes in the 1950’s, and it was further developed during the 1990s (Granovetter, 1973; Kadushin, 2004).  The central point of the theory is that behaviour change is not an individual phenomena but it is about relationships and networks.  Social network theory views social relationships in terms of nodes and ties.  Nodes are the individual actors within the networks, and ties are the relationships between the actors.  According to the social network theory, the attributes of individuals are less important than their relationships and ties with other actors within the network.  The theory explains the social structure of relationships around a person, a group, or an organization that affects beliefs or behaviours.  Causal pressures are inherent in social structure (Granovetter, 1973; Kadushin, 2004; Borgatti et al.  2009).

In view of this theory, social networks can be used to explain the interaction of young people with each other, characterizing the many informal connections that link the youth together, including associations and connections between young people in their communities.  Through these networks, young people can interact and initiate intimate relationships that put them into the risk of HIV and AIDS infection.  
2.2.2.1 .1 Limitations
This theory focuses mainly on the social networks as the determinants of interactions and influence of behaviour.  However, little is focused on individual agency that is, individual’s ability to influence their own behaviour.  The theory put forward the structure within individual networks that determine interactions and influence behaviour.

2.2.3 Structural and Environmental Theories
In this group of theories, the study used ecological theory to explain the place of social institutions within the individual’s environment in influencing and shaping behaviour.

2.2.3.1 Ecological Theory
The ecological theory defines four types of systems which contain roles, norms and rules that shape development.  The systems include a micro system, mesosystem, exosystem and macro system.  The micro system is the family, classroom or systems in the immediate environment in which a person operates.  The mesosystem is two microsystems interacting such as, the connection between an individual’s home and church.  The exosystem is an environment in which an individual is indirectly involved but external to his experience, yet it affects him for example an individual’s parent’s workplace.  The macro system is the larger cultural context (Addison, 1992; Bronfenbrenner, 1994).

The ecological theory attempts to explain the differences in individuals’ knowledge, development and competencies through the support, guidance and structure of the society in which they live.  According to Bronfenbrenner (1994), the interactions between numbers of overlapping ecosystems affect a person significantly.  The family, peer group and classrooms or neighbourhoods are called the microsystems, which are the primary units around an individual influencing its development directly from these sources.  The instability and unpredictability of family life gives children little interactions with parents and other important adults in their lives and this, according to Bronfenbrenner, is the most destructive force to a child’s development.  

The breakdown of a child’s micro system leaves a child with no tools to explore other parts of his environment.  Without proper adults and supervision or love available, children look for attention in inappropriate places and these behaviours give rise to problems such as little self discipline, lack of self direction and anti – social behaviours, especially in adolescence.  Even the support from the government falls short of giving the best environment, which is needed the most for healthy development (Paquette & Ryan, 2001).  The ecological theory also describes the development of children by looking at the environmental factors and external influences that aid in the positive outcome of children.  Children with behavioural issues, social and emotional needs are also able to gain from the same theory (Abrams et al.  2005).

This theory therefore, shows how lives are balanced between every aspect of the environment.  According to this theory, social institutions within the individual’s environment can work together to develop and shape young people’s behaviour.  Furthermore, when young people are provided with the environment that equips them with psychosocial competences on HIV and AIDS, they (young people) could change their behaviour or reinforce it towards positive health behaviour.  Psychosocial competences in relation to every life help to promote healthy interaction and behaviour and therefore, enable young people to protect themselves against HIV and AIDS.

2.2.3.1 .1 Limitations
The theory helps in understanding human, cultural and social environment in immediate and larger contexts. However the theory does not explain control and self – realization in child- adult relationships in the ecosystems.  Therefore the theory is not useful when focusing on the details of an individual life experiences (Stanger, 2011).

2.3 Determinants of Sexual Behaviour among the Youth
Youth sexual behaviour is influenced by a number of factors including family, peer groups, attitudes, and values.

2.3.1 Family Influences
Parent and the youth relationships have implications in adolescent sexual behaviours. Good relationships are associated with postponing intercourse, less frequent intercourse and fewer sexual partners. Poor relationships therefore increase susceptibility to peer pressure and raise the chances of associating with deviant friends (Miller et al.  2001). Studies have also shown that there were associations between family support and adolescent sexual activity.  The youth from families which are characterized by low support, high indulgence, and paternal rejection had lower self-restraint and more sexual partners.  In addition, parental care and parental control are also related to adolescent sexual activity.  Parental control, monitoring and supervision of the youth can reduce intercourse by restricting opportunities for sexual activity (Jacobson & Crockett, 2000).  

Furthermore, direct communication is another way in which parents are likely to influence sexual behaviour among the youth.  The impact of parent and youth communication appears to depend on openness of the communication, a clear focus on sexual topics and the parents’ values regarding sexual activity among the youth (Miller et al. 2001).  In addition, good values may be more easily transmitted within supportive parent–youth relationships (Dittus & Jaccard, 2000).  In a study conducted in Iringa, some of the parents were not able to discuss HIV and AIDS with their children due to cultural values and taboos (Rumisha et al. 2006).  

Sexual activities of the youth are also associated with sexual behaviours of family members.  Teenagers whose mothers initiated themselves into sexual and childbearing ventures at younger ages are more likely to indulge into sexual acts and early on in life.  Moreover, the presence of older sexually active siblings, especially teenage sisters who are pregnant or parenting, is linked to adolescent sexual acts (Dittus & Jaccard, 2000). 

Finally, there have been consistent associations between family socioeconomic status and youth sexual activity.  Lower income families and families with lower parental educational attainment are more likely to experience teenage sexual intercourse (McNeely & Blum, 2000).  
2.3.2 Peer Influences
Peers groups exert a major social influence on youth sexual behaviour.  Peer groups influence may operate at several levels: Same-sex peers are a major source of information about sex and provision of settings where sex can occur.  Same-age friends may also influence the perceived acceptability of sexual behaviour; and sexually experienced friends may serve as role models.  Peer and age mate groups therefore have a secondary level of influence due to the time that the youth spent together in these groups (King & Furrow, 2004). Studies have confirmed that one of the most consistent predictors of risky behaviour among the youth is having friends who also engage in risky behaviour.  It was found further that negative peer pressure may increase involvement of the youth into risky sexual behaviour (Raffelli & Crockett, 2003; King & Furrow, 2004; Jaccard. et al.  2005).   

2.3.3   Cultural Values, Belief and Attitudes
The youth’s attitudes about sex are shaped by family values and cultural prescriptions as well as personal experience.  According to Crockett et al. (2003), attitudes about sex predict the youth’s level of coital experience and their initiation into sexual intercourse.  Furthermore, peer’s sexual attitudes are closely associated with adolescents’ sexual behaviour where young men hold more permissive sexual attitudes than young women (Feldman et al. 1999; Raffelli & Crockett, 2003).    

The relationship between individual’s attitude and his or her behaviour may reflect that the behaviour serves as input into an attitude judgments.  Moreover, the attitude judgment and the behavioural decisions are based on the information given to the individual.  Therefore, attitudes guide the individual’s behaviour decisions.  (Tesser & Schwarz, 2001).  

Equally important, other studies found out that, cultural values, attitudes and social norms regarding sexuality are acquired through experiences in everyday social contexts.  Interactions within families, peer groups, and others in daily contexts can determine as to whether or not and when an adolescent gets initiated into sexual intercourse.  Therefore, sexual behaviour formed during young age may influence someone’s behaviour in adult life and may therefore affect long-term progress in the fight against HIV and AIDS (White et al. 2000; Maswanya et al. 2009). 

2.4 Empirical Evidence on the linkage between Psychosocial Competences and      
      Sexual Behaviour of the Youth
Psychosocial competences play a major function in the promotion of health living in terms of mental, physical and social well-being.  Hence, when behaviour becomes a source of health problems, psychosocial competences can help to address the problem such as HIV and AIDS, teenage pregnancies, and STDs (Lugoe, 1994).  In the context of HIV and AIDS prevention therefore, psychosocial competences can enable the youth to make better choices where physical health and wellbeing options are concerned, and help them recognize and avoid situations and behaviours that place them at a risk of HIV infection. 

Furthermore, according to UNAIDS (2009) knowledge of the youth about HIV is increasing, but it needs to be raised further because young people still lack the knowledge and skills they need to engage in HIV risk reduction strategies.  Besides, many people still lack readily access to condoms while others on drug abuse through self injections also lack access to sterile needles. Self awareness as a competence, for example, is considered to be a major mechanism of self control and self evaluation.  When self focused, the youth compare the self with standards of correctness that specify how the self ought to think, feel, and behave.  The process of comparing the self with standards allows the youth to change their behaviour and to experience pride and dissatisfaction with the self (Paul, 2001). 

Furthermore, decision making as a competence, involves human judgment processes about the environments in constant relation with people’s values and beliefs.  Young people, for example, place different values on some of the possible consequences as well as assessing the likelihood of some of the consequences by letting their emotions and desire fit in with peer’s influence, especially, on risky behaviours (Liprie, 1993).  It has been established that decisions made by the youth may have life-long consequences for an individual's health, social acceptance and psychological well-being (Mann et al. 1989). 

Moreover, access to adequate social support is considered to be important for health life.  Social support can improve self efficacy, psychological adjustment and coping with upsetting events (Lyyra & Heikkinen, 2000).  It can be emotional support example talking over the problem and proving encouragement.  It also includes advice, suggestions or directives that assist a person to respond to personal or situational demands (Taylor et al. 2004).  
2.4.1 Psychosocial Competences and Sexual Behaviour Among the Youth in  Africa
HIV and AIDS among the youth are associated with early sexual involvements with multiple partners and inaccessibility to accurate and sufficient information on sexuality and preventive services (NACP, 2003; Klepp et al. 1997; Odhiambo, 2001; Lugoe, 1994).  A significant number of adolescents become sexually active between the ages of 10 and 15, without access to necessary information, skills, and services to protect themselves against HIV (Tlendrebeogo   et al. 2003).  

Studies conducted in Cameroon revealed that the majority of the youth were found to be sexually experienced at the age of 18; and at this age they were exposed to risky sexual practices, including having sex for money, having multiple partners and involving themselves in unprotected sex (AAWORD, 2003). Evidence shows that increased knowledge about HIV and AIDS does not seem to have any significant relationship with behavioural change.  Several studies in Tanzania observed that the youth have high levels of knowledge about HIV and AIDS but have misconceptions about their chances of being HIV infected (Lugoe, 1994; Katabaro, 2004, Nkya et al. 2006).  Also, in other studies, it was reported that fear about HIV and AIDS alone does not have significant influence among the most sexually active adolescents on adopting risk reduction sexual behaviours (Rotheram-Borus et al. 1995). 

2.4.2 Psychosocial Competences and Sexual Behaviour among the Youth in Asia and Latin America
The findings reported in Brazil, and Hungary established that a quarter of boys and girls aged 15 to 19 in these countries were reported to having sex at below age 15.  These findings suggest that adolescents who start having sex early are more likely to have sex with high risk partners or multiple partners and are less likely to use condoms (Tlendrebeogo et al. 2003).It was reported that despite that the majority of the youth have heard about HIV and AIDS, they (the youth) do not protect themselves because they lack skills, support and the means to adopt safe behaviours.  Equally important, even when they get information, some young people still engage in unprotected sex because they lack skills to practice abstinence or condom use.  Others feel embarrassed to talk about sex with their partners and adopt safe behaviours because they perceive their own risk levels to be low (Tlendrebeogo et al. 2003). 

Studies on life skills for the youth in Asia and Pacific regions show that psychosocial competence training is an essential approach for developing and changing behaviour for the well-being and healthy functioning of the youth.  It has been found, for example, that providing information on protected sex or the dangers of substances is necessary but not sufficient to prevent and reduce risk behaviours, or promote positive change (UNFPA, 2000; UNICEF, 2000).  These studies indicate that, in order to have an impact among the youth and the population in general, information needs to be complemented with psychosocial competences.  Research has shown that psychosocial competences have helped the youth to reduce the risk of HIV and AIDS through the promotion of safer sex.

2.5 Status of Research on Psychosocial Competences and Behaviour Change in Tanzania 
HIV preventive behaviours relate to safer sex practices such as condom use during sexual intercourse, reduction of the number of sexual partners and avoiding casual sex.  Other HIV preventive behaviours include sexual self-restraining behaviour, such as refusing sexual advances or proposals and delaying sexual debut.  Others involve the use of sterilized injections and information seeking behaviour such as seeking HIV counselling services, discussion about preventive measures and beliefs about condoms (Lugoe, 1996; TACAIDS et al. 2003).

Studies have revealed that most of the youth in Tanzania have their first sexual experience at an early age and they get involved in high risk sexual encounters (Leshabari & Kaaya 1997; Klep et al. 1997; Lugoe, 1994; Odhiambo, 2001). According to Nkya et al. (2006) in a study conducted in western Tanzania, the majority of the youth were reported to have been practicing sex as early as 16 years of age.  In addition, having multiple sexual partners and indulgence in sexual practices at young age were common practices among the study population.  However, the proportion of those using condom was observed to be low.  

Furthermore according to TACAIDS et al. (2008), 11 percent of females and 10 percent of males aged between 15 and 24 years had sexual intercourse at less than 15 years of age and 32 percent of females and 80 percent of males aged between 15 and 24 had been involved in risk sexual intercourse 12 months prior to the survey.  It was also established that only half of those who were involved in risk sexual behaviour used condoms (TACAIDS et al. 2008).

Similarly according to NACP, (2003), in the studies conducted in different parts of Tanzania in 2002, the highest levels of premarital sex were reported in the study areas.  Low condom usage of 20 percent was reported during sexual encounters.  The prevalence of multiple partnerships among young people was found to be high in both men and women (NACP, 2003; Kitula & Libent, 2008).  According to URT (2004), 12 percent of young women and 9 percent of young men have had sex by age 15.  Furthermore, young women with no schooling were considerably more vulnerable whereby 22 percent have had sex by age 15.  

According to URT (2004) only 4 percent of those with at least some secondary education had sex by the same age.  In addition, only 14 percent of young women and 20 percent of young men aged 15 – 24 used condoms during their first sexual encounter.  Furthermore, the findings from HIV and AIDS and Malaria Indicator Survey conducted in 2008 showed that 8.4 percent (2381) of females and 5.4 percent (1390) of males, who were HIV positive, had their first sexual intercourse at < 16 years of age.  It has also been established that the risk of HIV and AIDS and STDs infection increases with an increase in the number of different sexual partners during the same period.  

According to the Demographic Health Indicator Survey (URT, 2010), 4 percent of all females and 21 percent of all males aged between 15and 49 had sex with two or more partners in the 12 months prior to the survey.  Only about one-quarter of those who had two or more sexual partners in the previous 12 months, that is 27 percent of females  and 24 percent of males, reported having used a condom in the last time they had sex.  Young people, therefore, tend to have multiple partners and therefore, become more vulnerable to HIV and AIDS infection (Odhiambo 2001; Klep et al. 1997; NACP, 2003; TACAIDS  et al. 2008; URT, 2010).  

Previous studies established that psychosocial competences are important among the youth as they can help the youth to take responsibility of their own health and to recognize themselves in situations that present a challenge.  Psychosocial competences were also considered to be important for effective communication as well as for developing empathy for others (Lugoe, 1994; Carr-Hill et al. 2002).

2.6 Research Gap
The reviewed literature revealed that youth vulnerability to HIV and AIDS is still a problem in Tanzania.  The literature revealed that the youth’s sexual behaviour is an issue of concern since the youth are at the risk of sexually transmitted infections, unplanned pregnancies and HIV and AIDS transmission.  In addition, the literature established that the youth get involved in risky behaviours despite having high knowledge regarding HIV and AIDS prevention. 

Furthermore, the existing studies established that behavioural transformation has been difficult to achieve and most of the studies focused on individual factors in explaining behavioural change and adoption of HIV and AIDS preventive behaviours.  However, little has been done on how contextual factors attribute to the spread of HIV and AIDS.  Literature regarding individual, social, structural, and environmental theories reveals some weaknesses of addressing behavioural aspects basing on individual point of view alone.  The theories expose some limitations that call for social and environmental consideration when addressing the problem of HIV and AIDS.






3.1   Introduction
This chapter presents characteristics of the study area and justification for the selection of the study area.  Furthermore, the chapter presents research methods and research design, sampling procedures, data collection procedures and data management procedures.  The chapter also explains ethical considerations.

3.2 Study Areas Description
The study was conducted in two study areas namely Mbulu in Manyara region and Mufindi in Iringa region. Manyara region is located in the northern part of Tanzania.    Figure 3.1 shows the location of Mbulu district. 

     Mbulu District
Figure 3.1: Map of Mbulu district in Manyara region  
Source: Commons.org.map.svg
3.2.1 Mbulu District
This part gives the description of Mbulu in terms of the climate, population distribution, socio economic activities, health and cultural aspects.  Map 3.2 shows Mbulu District.

Figure 3.2: Map of Mbulu District
Source: URT (2010) 

3.2.1.1 Climate
The mean annual temperatures in Mbulu District range from 15oC to 240C.  However, the average monthly temperature at a particular location may be about 5oC.  The coldest months are June - August; the warmer months are October-April.   
Rainfall varies considerably between years and it ranges from less than 400mm in the Eyasi basin to over 1200mm in the Mama Isara area, which are classified respectively as semiarid (300 – 700mm) and sub-humid (700 – 1200mm) climatic zones (URT, 2010). Almost half of the district receives an average of 600 mm. of rain annually, which is regarded as the limit for reliable agriculture.  Relative air humidity increases during the rainy months, from about 55 percent in October to about 75 percent in April to May (URT, 2010).  

3.2.1.2 Population Distribution     
Based on the 2012 National Population and Housing Census report, Mbulu had a population of 320,279.  The district had a fast growing population; the average growth was 3.8 percent per annum. This growth rate is higher when compared with the national average of 2.7 percent.   The average household size was 6.3 persons.   Population densities vary in the district from dense settlement in the uplands in the eastern parts to low densities in the dry areas around Yaeda and Lake Eyasi (NBS; 2013). 

3.2.1.3 Socio – Economic Characteristics
According to URT (2010) economic activities in Mbulu district include agricultural and livestock production which accounts for about 90 per cent.  Other economic activities were exploitation of natural resources such as timber, charcoal, honey firewood and mat weaving.  Livestock Market and agricultural inputs business also contributed to the economy of the district.  The labour force estimated to be employed in agricultural and livestock activities was 36,792 households out of 38,729. The labour force excludes elders and infants.  Non-mechanized smallholder dry land farming predominated in the Eastern zone while mechanized mixed farms with cropping and livestock keeping predominated in the rest of the zones.  Most farming systems apply rain fed cropping only. Some irrigated agriculture occurs in central and southern zones (URT, 2010).

3.2.1.4   Health Situation 
Mbulu District had two hospitals, three Health centres and 30 dispensaries.  Out of these, 22 centres provided mother and child clinic facilities.  Mbulu hospital is a district hospital owned by the government where as Hydom was a private hospital owned by Lutheran Church under Norwegian missionaries.  These two hospitals provide health services to patients from Babati and other neighbour districts.  From time to time there was an outbreak of plague and severe flue- H1N1. Preventive and curative service was provided to patients to end the problem.  According to (MDC 2011) HIV and AIDS also prevailed in the district.  In the year 2005 -2010, 140,979 people tested for HIV voluntarily and out of these 1,315 were HIV positive among these 374 were male and 941 were female.  HIV testing and provision of ARVs were done in the two hospitals, 30 dispensaries and three health centres 

According to NACP report on HIV/AIDS/STI, there were 238 new clients who were HIV positive, among these 97 were male and 141 were female. In addition, there were 171 new infected clients aged between 15 – 34 years (NACP, 2011).  TACAIDS et al. (2013) and NACP (2011) showed that Mbulu and Mufindi Districts differ on the levels of new infections and it can also be observed that clients aged between 14- 34 account for almost the half of all new infection.  This suggests that youth are at a high risk of HIV and AIDS and other STIs infection compared to other age groups.

3.2.1.5 Socio - Cultural Characteristics  
There are two main ethnic groups in Mbulu District; these are the Iraqw and Datoga. The Iraqw are Cushitic-speaking people who migrated to the area between 3,000 and 5,000 years ago.  The Iraqw have two sets of divinities.  The first is ‘Looaa’, a female divinity, associated with immense goodness and with fertile powers of rain and birth.  It is also believed to protect people from evil spirits and avoidance of conflicts.  The second is ‘Neetlangw’, a male divinity, associated with water and can cause misfortune such as disease and drought (Bjørn, 1996).

Initiation into manhood and womanhood is practiced as an entrance to adulthood.  Circumcision is performed on children aged 3 to 10 years.  Boys who are circumcised become official members of a youth group known as ‘masomba’.  They are expected to take greater responsibilities including work and social obligations such as cattle raising, cultivation and livestock protection.  Girls are circumcised in ‘marmo’ ritual which involves seclusion and girls are instructed in sexual lore and their duty as wives.  Marriages are arranged by parents rather than the couples themselves.  Bride price is given to the bride’s father and it includes a cow, a goat, a sheep and honey (Thornton, 1980). At the community level the Iraqw have a decision making body composed of male adult heads who make all the decisions ‘Kwasleema’.  Decision making is therefore strongly vested in male elders.  However, the power and authority of elders is limited. Sanctions are often difficult to enforce and are not supported by the larger judicial system.  In addition, customary male inheritance rights allow Iraqw men to own land (Bjørn, 1996).

The Datoga are the second largest ethnic group in the district.  They are nilotic, migrated from Sudan along the Nile river.  Their total numbers are estimated to be 15,000–20,000.  Datoga are pastoralists however they rely on subsistence economy including market and farming. They are patrilineal and polygynous (Borgerhoff, 1991). Datoga have the clan council ‘hulandosht’, which controls clan property; a council of elder women ‘girgwageda gademg’, which sometimes have judicial powers in the society, and a youth council ‘Orjarda’ (Bjorn, 1996). At community level the decision making body among the Datoga is composed of adult males ‘getabaraku’ which has ultimate authority on common property rights. In addition, Datoga men own land through customary male inheritance rights (Bjorn, 1996).  

3.2.2  Mufindi District
Mufindi district is located in the Southern Highlands of Tanzania.  Figure 3.3 shows   Mufindi district location.  

3.2.2.1 Climate
Climatewise the district is divided into two zones, the Eastern Highlands and the Mufindi Plateau.  Mufindi has one rainfall season starting from early November and ends up in June.  The mean annual rainfall in the Eastern Highlands ranges between 1200-1600mm whereas the average mean annual rainfall is 950 mm in the Mufindi Plateau (URT, 2010).  Map 3.4 shows Mufindi District.

                                                                                          

          Mufindi District

Figure 3.3: Map of Mufindi district location 
Source: Commons.org.map.svg  

                                                                                                       
Figure 3.4: Map of Mufindi District     
Source:  URT (2010)

Generally, the temperatures are low, with a maximum of 18.3oC in February and a minimum of 13.1oC in July for Mufindi Plateau.  As for the Eastern Highlands the temperatures are often below 15oC.  The maximum temperature is 18.4oC in November and February and the minimum is 13.2oC in July (MDC, 2010).   
3.2.2.2 Population Distribution  
According to the 2012 National Population and Housing Census Report, Mufindi District had a population of 265,829 people of whom 125, 896 (47.4 per cent) were males and 139,933 (52.6 per cent) were females.  Mufindi District was leading among rural districts in terms of density growing from 19 people per sq. km. in 1967 to 50 people per sq. km. in 2012. Furthermore, the district had 66,058 households with an average of 4.2 household size (URT, 2013).

3.2.2.3 Socio Economic Characteristics
According to URT (2010), agriculture is the main economic activity in Mufindi district.  The sector employs more than 85 per cent of the population and provides more than 90 per cent of the people’s income. The other major economic activities include livestock keeping and forestry activities.  Both agricultural farming and livestock rearing are undertaken traditionally with low productivity levels.  However, there are few mechanized multinational companies which are engaged in tea production.  There is also livestock multiplication which is owned by the government. 

The major food crop is maize.  Other food crops include beans, wheat, sweet and round potatoes, groundnuts, peas, cassava and sorghum.  Cash crops include tea, sunflower, pyrethrum and coffee, the land is also suitable for growing spices, flowers and fruits though it is not developed.  A number of wood related manufacturing industries have sprung up in Mufindi district.  The most important being the Mufindi Paper Mill (MPM), Green Resource, Sao Hill industries and many other small industries amounting to more than 365.  Furthermore, there are a number of agricultural based industries of varied sizes. These are Pyrethrum Company of Tanzania (PCT), Uniliver Tea Tanzania Ltd, Mufindi Tea and Coffee Company Ltd and Chai Bora which is basically for tea blending and packaging whiles others are for production and processing (URT, 2010).

3.2.2.4 Health Situation 
Mufindi District had two hospitals, two health centres (1 owned by a private company), eight health centres (2 are owned by religious institutions), 51 dispensaries (7 are owned by religious institutions and 3 are owned by individuals) and 132 village health posts.  Mafinga District Hospital is the district referral centre-receiving patients from the neighbouring districts mainly Iringa Rural, Kilolo and Mbarali in Mbeya.  Health services which are provided include preventive, curative and rehabilitative service. The major killer diseases in Mufindi District include clinical AIDS, pneumonia, malaria, tuberculosis, and diarrhoea.  Tuberculosis was reported to be the most significant problem for high mortality rate in Mufindi district.  In 2005 Clinical AIDS was the number one cause of death in the district (RCO, 2006).  Furthermore, in 2011 the HIV and AIDS and STI Surveillance Report indicated that there were 4,400 new clients who were HIV positive in Mufindi District; among them 1774 were males and 2626 were females.  In addition, among the new infected clients 2588 were the youth aged between 15 and 34 years (NACP, 2012).     

3.2.2.5 Socio - Cultural Characteristics  
According to Encyclopaedia Britannica (2013), the major ethnic group in Mufindi is the Hehe which constitute about 85% of the entire population.  The Wabena, Wakinga and others who migrated into the district from the neighbouring Njombe and Makete Districts make up the remaining 15 per cent.  The Hehe are bantu-speaking people numbering about 192,000 in the late 20th century.  They are a cluster of people with similar language and culture.  They were led by Munyigumba (​http:​/​​/​www.britannica.com​/​EBchecked​/​topic​/​397725​/​Munyigumba​), who was the head of the Muyinga family, in the mid-19th century.  They used military organization and tactics borrowed from the Ngoni.  The Hehe are divided into dispersed patrilineal and exogamous clans.  Hehe have their traditional belief however, Christianity and Islam have made many converts.

The main economic activity of the Hehe is farming followed by small livestock keeping.  The Hehe engage in crop farming, corn (maize) is the major crop. They also keep cattle and work as farm labourers to obtain cash income (Encyclopaedia Britannica, 2013). Polygamy was common among the hehe. Livestock transfer at marriage was practiced and brides are called by the name of their own lineage, with the feminine prefix “se”.  Initiation ceremonies are practiced for both boys and girls (Redmayne, 1968). Children are taken care by their mothers and older siblings both girls and boys.  Boys begin heading duties at ten years old.  Grandmothers have a special bond with grand children and they are responsible for training and instructing through songs and stories (Redmayne, 1968). 

3.3 Justification for the selection of the Study Areas
This research was conducted in Iringa and Manyara regions, specifically in Mufindi and Mbulu districts.  The two regions were selected purposively as the study areas due to the prevalence rates of HIV and AIDS.  According to TACAIDS et al. (2008), Iringa Region ranked first with regards to HIV prevalence at the National level in the year 2008.  The total prevalence rate was 15.7 percent, with the prevalent rate of 18.6 percent for females and 12.19 percent for males.  Manyara Region is one of the regions that with the lowest prevalent rate, whereby in 2008, the total prevalence rate was 1.5 percent, with females having 2.3 percent and males having 0.7 percent prevalent rates respectively (TACAIDS et al. 2008).  

According to the results of the National Voluntary HIV Testing Campaign (2008), Mufindi District had the highest number (15.7 percent) of people with positive HIV status of all other districts in Iringa.  Furthermore, Mbulu district had the lowest number (0.66 percent) of people with positive HIV status of all other districts in Manyara region. Therefore the study intended to investigate the factors which accounted for high prevalence of HIV and AIDS in Mufindi and for low prevalence of HIV and AIDS in Mbulu with the aim of establishing correlation with sexual behaviour and psychosocial competences among the youth in the study areas.

3.4 Research Design
The study adopted a cross sectional study design which involved the collection of data at once.  The major purpose of a cross sectional study is to estimate the prevalence of the outcome of interest for a given population.  Cross-sectional study can also be carried out to investigate associations between risk factors and the outcome of interest.  The advantage of cross sectional design is that it is relatively inexpensive and also many outcomes and risk factors can be assessed (Babbie, 1992; Baker, 1999; Denscombe, 1998; Wiersma, 2000; Kombo & Tromp, 2006).
3.5 Sampling Procedures
Sampling procedures for this study include the selection of the target population, determination of the sample size and sampling methods.

3.5.1 Target Population
The target population for this study was all the youth who are in school and out of school in Mufindi and Mbulu districts aged between 15 and 35 years.  The study involved 292 respondents who were selected randomly among the youth and adults aged 36 years and above.  The study picked this age group in order to study sexual behaviour and psychosocial competences for HIV and AIDS prevention.  According to TACAIDS et al. (2008) and TACAIDS et al. (2013) the youth aged between 15 and 35 years tended to indulge themselves into risky sexual behaviours and are vulnerable to HIV and AIDS and STI infections.  The study sought further for information related to social support provided to the youth on HIV and AIDS prevention; therefore adults aged 36 years and above were a target as parents of the youth. 

3.5.2 Sample Size
The sample size for this study was selected from the two Districts.  The sample size which represented the entire study population in each district was determined by the following formula given by Kothari, (1993).  According to Kothari (1993) this formula allows to obtain appropriate sample size given the size of the study population.
	  	…………………………….. (1)
	Where:
     =  The required sample size of the study population 
N    =  The size of the Universe population of the community studied                  
QP  =  Assumed standard deviation of the studied population = 2.15 
   =  Acceptance error for the whole estimation = 0.5
Z   =  Table value under normal curve for the given confidence level of 99%   
                 (2.580).

According to URT (2002), the population of the youth aged between 15 and 35 in Mufindi and Mbulu districts was 97,484 and 76,329 people respectively.  Therefore N = 97,484 and 76,329 for determining the study sample.   The study sample for the youth was 240.  The composition of the study sample is shown in Table 3.1.











Purposive sampling method was used to select two regions from where the two districts were picked purposively.  Two wards were selected purposively from each district, depending on location and accessibility.  Then one village was picked purposely from each ward.  After the village level, two streets were selected randomly in each village and then three households were picked randomly from each street.  Following this sample frame, sixty youth were selected randomly from each village where five respondents were picked in 12 households.  According to Babbie (1992), random sampling allows a researcher to make relatively few observations and generalize from those observations to a wider population.  In addition, this sampling method avoids bias on the part of the researcher when selecting the respondents since all the elements of the population have an equal chance of being selected (Babbie, 1992; Kumar, 2005; Cohen, 2007).

The sampling frame for this study was expected to be the village’s register from the VEOs Office.  However, the registers were not available and therefore with the help of the Village Executive Officials and Ward Executive Officials all villages/Mitaa and households in the selected wards were listed and a random selection was done to obtain two villages/Mitaa and six households in each villages/Mitaa. 

3.6 Data Collection Procedures
Data collection procedures included selection of research assistants, types of data used in the study and methods of data collection.

3.6.1 Selection of Research Assistants
The researcher was assisted by four research assistants, two from each district. The research assistants were trained before data collection process.   The objectives of the study, the importance of data from the respondents and ethical issues were explained to them. Data collection process was done in August 2012 in Mbulu District and continued in September 2012 in Mufindi District. The researcher was given high cooperation and support from RAS, DAS, VEOs, WEO’s and research assistants in the respective areas.   

3.6.2 Type of Data
The study used both primary and secondary data.  The methods which were used to collect primary data included questionnaire, in – depth interview, Focus Group Discussion and Non participant observation. Secondary data were collected through   Documentary review.   

3.6.3   Methods of Data Collection
The study used triangulation method where multiple methods were used to investigate sexual behaviour and psychosocial competences for HIV prevention among the youth.  Triangulation enabled the study to overcome the weakness or biases that come when the data are derived from a single source of data collection (Manion & Morrison, 2007).  This study, therefore, used both quantitative and qualitative approaches where questionnaire, in – depth interview, Focus Group Discussion and Non participant observation methods were used as explained in the following sub sections.

3.6. 3. 1 Questionnaire
According to Babbie (1993), questionnaires avoid researcher’s possible bias which   distract the respondents and then affect the validity of the method.  The questions used in this study were obtained from FHI (2000), Behavioural Surveillance Surveys (2000) and from FHI (2011) Reproductive Health and HIV prevention tools. http://www.fhi.org/en/youthnet/Publications/ (​http:​/​​/​www.fhi.org​/​en​/​youthnet​/​Publications​/​​). The study used the questionnaire to tap socio demographic data such as age, sex, education level, marital status, occupation, religious affiliation and marital status.  Questionnaire also tapped sexual behaviours regarding HIV and AIDS.  

In addition, the information about the decision making, self awareness among the youth and social support extended to the youth was obtained through this method.  Therefore, through this method, 8 items tapped demographic characteristics of the youth and 7 questions captured sexual behaviour of the youth.  Furthermore, 10 items captured youth’s decision making on HIV and AIDS prevention, 10 items tapped self awareness on HIV and AIDS prevention and 16 questions captured information on social support provided to the youth in the study area.  Moreover, 10 questions focused on beliefs and attitudes of the youth towards HIV and AIDS prevention whereas 16 questions captured knowledge among the youth’s about HIV and AIDS and STI’s.  

In some of the questions, five point Likert scale ranging from strongly agree, agree, uncertain, disagree and strongly agree was used where the respondents had to rate their abilities and opinions to determine self awareness and decision making abilities and attitudes and beliefs towards HIV and AIDS prevention. The Questionnaires assured confidentiality which allowed the respondents to reveal their personal information freely.  Through this method the respondents were also able to provide information anonymously (Keya et al. 1989; Denscombe, 1998; Munn & Drever, 1995).  This method therefore enabled the study to get more sincere responses than would have been the case with other methods.
3.6 .3.2 In- depth Interviews  
This method was used to elicit information in order to achieve a holistic understanding of the interviewee’s point of view or situation.   This type of interview involves asking informants open-ended questions, and probing wherever necessary to obtain data deemed useful by the researcher (Denscombe, 1998; Munn & Drever, 1995, Babbie, 1993).  In this study, in depth interviews were used to obtain information on social support provided to the youth.  Interview with key informants involved 12 social workers, 2 Ward Officials and 12 parents of the youth in each study area.  The study used systematic random sampling procedure to obtained households to interview the parents of the youth.  The households list, which was obtained with the help of VEOs and WEOs, was used to accomplish this purpose.  

In each study area, 12 social workers such as District Medical Officer (DMO), nurses at Reproductive Health Clinic (RCH), Prevention from Mother to Child Transmission, (PMTCT), and Voluntary Counselling and Testing (VCT), were interviewed in their work places and respective sections.  Information on the intention of the visit was provided prior to the visit to the District hospital; In addition, the letter from District Authority and the research clearance letter helped a reason behind great amount of support and cooperation received from the DMOs.  

Interviews were also done to 12 parents of the youth through house to house visit after doing a systematic random sampling procedure to obtain the respective households.  Two (2) Ward officials were interviewed in their respective offices.  Prior to the visits, the ward leaders were informed on the schedule to their respective areas.  In addition, the purpose and objectives of the study were explained prior to the interviews.  About 25 – 30 minutes were spent for conducting in depth interview with each category of respondents.

3.6.3.3 Focus Group Discussion
Focus group discussion is a flexible and participatory method that contextualizes respondents’ perceptions and experiences (Babbie, 1993).  Focus Discussion groups with the youth were conducted after doing a systematic random sampling to obtain the youth from the selected households.  This sampling procedure allowed equal chance for the youth to be selected in discussion groups.  The discussions were undertaken in groups of six to ten respondents in four wards namely Emboru and Sanu in Mbulu and Kinyanambo and Sao Hill wards in Mufindi.  In total, 12 group discussions were conducted, 6 in each study area; that is, in each ward, 3 focus group discussions were carried out, one  with a group of males, and the other with a group of female youths whereas the other involved both  male and female youths.  

Therefore in Mufindi, 24 female participants were involved in the discussions including petty traders (8), farmers (10) and students (6).  There were also 24 male participants and these included timber sellers (6), farmers (12) and students (6).  In Mbulu, female participants in the discussions were 24 including students (6) farmers (12), and petty traders (4).  Male participants were also 24, comprising farmers (10) students (10) and petty traders (4).   The study used this method to investigate sexual behaviour, experiences, and competences for HIV prevention.  Members of the groups expressed their opinions on psychosocial competences and sexual behaviour.  The researcher with the help of research assistants made sure that all respondents’ opinions, perception and experiences were captured.  
3.6.3.4 Non Participant Observation
Observation is a purposeful, systematic and selective way of watching, listening to an interaction or phenomenon as it takes place (Babbie, 1993; Kumar, 2005). This study used non participant observation where the researcher was a passive observer watching and listening to the respondents, and later drew conclusions on sexual behaviour and psychosocial competencies among the youth. Through this method, the researcher observed the environment and activities that contributed in influencing youth behaviour and /or determined their competences for HIV and AIDS prevention in the research area.

3.6.3.5 Documentary Review
According to (Kumar, 2005), documentary review enables the researcher to obtain important information from government publications, earlier research and mass media.  This method was used to tap specific information, such as global, regional and national HIV and AIDS prevalence.  Furthermore, through this method, important demographic information about the study population and the research area was obtained from books and journals.  This kind of information would not be obtained directly from the respondents.

3.6.4 Validity and Reliability checks of the instruments
Validity determines whether the study measures what was intended to be measured.  That is whether the instruments were accurate and measure what was intended to be measured. On the other hand, reliability measures the extent to which the results are consistent over time (Troachim, 2006). To ensure validity and reliability, the study pre-tested 50 questionnaires to the respondents with similar social demographic characteristics with the target population of this study.  Pilot study, was therefore, carried out at Harka in Emboru Ward in Mbulu district and at Upendo, in Kinyanambo Ward in Mufindi district.  The study then identified difficulties encountered by the respondents and then edited and adjusted the questions according to the level of the respondents.  In addition, the instruments used were in Kiswahili as this is the language which was understood by all the respondents.    

Furthermore, Crobach’s alpha reliability coefficient for decision making, self awareness and attitude and beliefs scales were determined in order to establish the internal consistency reliability of the scales. IBM SPSS Computer software version 16 was used to test reliability of the scales.  In addition, the following formula was used according to Key, (1997).  
                            α =…………………………………………..(2)  
Where N is the number of items 
p is the mean inter item correlation. 
α  is Cronbach’s alpha coefficient

The alpha values were interpreted according to George & Mallery (2003) as follows, > 0.9 – Excellent,  > 0.8 – Good,  > 0.7 – Acceptable, > 0.6 – Questionable, > 0.5 – Poor, and < 0.5 – Unacceptable.  Therefore in this study the cut off point was 0.7.  The scales used in this study had a good cronbanch’s alpha coefficient as shown in Table 2.  Sufficient number of items used in each scale had contributed to good alpha coefficients.  A cronbach’s alpha coefficient is considered excellent when > 0.9 and good when >0.8, it is acceptable when > 0.7    (George & Mallery, 2003).  Table 3. 2 shows the reliability statistics for decision making, self awareness and attitude and beliefs scales.

Table 3.2: Reliability Statistics for Decision Making, Self awareness and                     Attitudes and Beliefs Scales
 	Cronbach's Alpha	Inter-Item Correlations	Item Means	No of Items
Decision making  	0.893*	0.455	3.627	10
Self awareness       	0.798*	0.279	4.112	10
Attitudes and beliefs	0.718*	0.193	0.514	10
Source: Field Data 2012

3.6.5 Ethical Considerations
In order to ensure ethical considerations in this study, the researcher acquired a research clearance from The Open University Authority to conduct the study in Mufindi and Mbulu Districts.  In addition, the researcher obtained a research permit from the Manyara and Iringa Region Administrative Secretaries (RAS) and District Administrative Secretaries (DAS) in Mbulu and Mufindi Districts.  

Then WEOs provided the information to the prospective respondents prior to the visits.  The researcher ensured confidentiality, and obtained consent of the respondents concerned, by introducing the purpose of the study and asking for voluntary participation.  Therefore, before conducting interviews and FGDs, the researcher ensured that the environment was conducive and that confidentiality was guaranteed in order to protect identity and individual rights to privacy of the participants during the whole process of data collection.
3.7 Data Management Procedures
Data Management procedures include data processing and data analysis.

3.7.1 Data Processing
The raw data from questionnaire were categorized according to the study variables and entered in the computer.  Social package for social sciences IBM (SPSS) version 16 computer software was used to accomplish this purpose. The outputs were presented in tabular forms and bar charts with frequencies and percentages calculated to facilitate the drawing up of inferences related to the study.  Data from in-depth interviews with key informants, Focus group discussion with youth, and Non participant observation by the researcher were summarized and organized into different categories according to themes and objectives of the study.  Descriptive labels were given for each category in order to identify key ideas in each category (Miles & Hiberman, 1994; Bernard et al. 2010).  Descriptive summary of the information obtained from the respondents was interpreted to get the findings and the general conclusion of the study.  

3.7.2 Data Analysis
Descriptive analysis was used to determine frequencies, percentages and mean scores for decision making ability, self awareness and social support. Furthermore, motivating factors of knowledge on HIV and AIDS and STIs infection, attitudes and beliefs were also examined through descriptive analysis.  However before the mean scores were determined, variables in each dimension were computed to form a single variable.  The new variables computed from each dimension and their  respective  abbreviation were: total decision making (TDECIMAK), total self awareness (TSELFAW), total social support (TSOCIALSUP), total knowledge on HIV and AIDS and STI infection (TKNOWGHSI) and total attitudes and beliefs (TATTIDBEL).

Furthermore, the items in the scales that measure decision making, self awareness and attitudes and beliefs were measured in order to ensure that the items in the respective scales measure the same aspects. The reliability of the scales was determined.  The Cronbach’s alpha coefficients of the scales were acceptable according to George &  Mallery (2003) as indicated in Table 3.3.

Table 3.3: Reliability Statistics for Decision Making, self awareness and                        Attitude and Beliefs Scales
	Cronbach's Alpha	Inter-Item Correlations	Item Means	No of Items
 Decision making 	 0.893*	 0.455	 3.627	 10
Self awareness  	0.798* 	 0.279	 4.112	 10
Attitudes and beliefs 	0.718*	0.193	0.514	 10


 In addition the internal consistency for the dimensions that measured sexual behaviour, knowledge on HIV and STIs and social support were checked in order to determine whether the items measured the same aspects.  The Cronbach’s alpha coefficients for the items in each dimension were acceptable (George & Mallery 2003).  Data in Table 3.4 give the details. 
     


Table 3.4: Reliability Statistics for Sexual behaviour, Knowledge on HIV  and STIs and   Social Support  
	Cronbach's Alpha	Inter-Item Correlations	Item Means	No of Items
Sexual behaviour	0.700*	0.250	0.602	7
Knowledge on HIV and STIs  	0.851*	0.261	0.491	16
Social support   	0.721*	0.137	0.477	17
Source:  Field Data 2012

Moreover indices were developed for each the dimensions such as sexual behaviour of the youth, decision making, self awareness, social support provided to the youth, together with knowledge, attitude and beliefs of the youth on HIV and AIDS and other STI’s in order to accomplish objective one, two, three and four.  Therefore variables computed from the summation of all items measuring the same aspects in each dimension were used to develop indices. 

Furthermore, the study borrowed ideas from Human Development Index (HDI) and API (Academic Performance Index) to categorize the studied aspects into index groups.  Information in Table 3.5 shows index groups according to Human Development Index 2013 (UNDP; 2013).

Table 3.5: Index Categories
             Category                Score range  
               Very high    	             0.905 - 0.807                
                High                       0.758 - 0.602
                Medium                  0.640 – 0.485       
                Low	                        0.466 and below	 
Source: UNDP (2013)
The purpose of using indices in this study was to categorize and explain clearly the levels of youth decision making, self awareness, and knowledge on HIV and STIs, social support and attitudes and beliefs in the two study areas. Univariate analysis was used to examine variables in the respective indices by background characteristics in frequency and percentages. The present study categorized the scores in each dimension depending on the number of items and the nature of the aspect to be categorized as indicated in Table 3.6.

Table 3.6: Index Categories and Score Ranges
Category 	score range
Sexual behaviour 	
Low	      	0 - 2
Medium	  	3 - 4
High	      	5 - 7
Decision making	
Low    	0 - 10
Average 	11 - 20
High    	21+
Self awareness	
Low	    	0 - 24
Average  	25 - 34
High        	35+
Social support	
Low         	0 - 6
Moderate 	7- 10
High    	11 - 16
Knowledge	
Low       	0 - 6
Average 	7 - 10
High      	11 -16
Attitude and beliefs	
Negative     	0 - 4
Positive      	5 - 10
Source: Field Data 2012

Moreover the study used the independent sample t – test in order to determine whether there were differences in the two study areas on the variables under study.  The independent sample t - test has the following assumptions according to Lal Das (2008); first, the populations are normally distributed. Second, the population are independent and the sample size may or may not vary.  Therefore the study assumed the following:     
i.	The means for the variables investigated are equal in the two study areas.
ii.	The means for the variables investigated are not equal in the two study areas.  

Furthermore, different variables were cross tabulated according to the purpose of the study.  Chi square test of independence was used to examine the types of sexual behaviour risks among youth in the study areas. Chi square test has the following assumptions according to Las Das (2008);
i.	The data are obtained from a random sample and have a chi square distribution. Chi square has a right tail distribution.  
ii.	 Independence of observations, where observations are independent if the sampling of the observation does not affect the choice of the second observation.
The following is the formula for chi square test:
	                        ...................................( 4)

The study therefore assumed the following: 
i.	The types of sexual behaviour risk in Mbulu are associated with the types of sexual behaviour risk in Mufindi.  
ii.	The types of sexual behaviour risk in Mbulu are not associated with the types of sexual behaviour risk in Mufindi.

In addition in order to accomplish objective five, bivariate analysis was used to determine relationship between sexual behaviour of the youth and psychosocial competencies. Furthermore, the study used multiple linear regression analysis in order to determine the impact of psychosocial competences on sexual behaviour of the youth. The variables used in multiple regression were self-awareness, decision making, social support, knowledge, attitudes and beliefs and individual characteristics such as age, sex, marital status, occupation and religious belief.   These variables were measured against sexual behaviour with the following abbreviation (TSEXBEHAV).  

In this study, sexual behaviour was a dependent variable whereas psychosocial competences were independent variables.  The independent variables used in the model and their respective abbreviations were:-
Decision making - TDECIMAK
Self awareness - TSELFAW
Social Support – TSOCIALSUP
HIV and STI Knowledge – TKNOWGHSI
Attitude and Belief – TATTIDBEL
Youth age  – Age
Youth Sex - Sex





A multiple regression equation is;    
 + e …....(3 )
Whereas;
 is the value of the Dependent variable (Y) (Sexual behaviour), which is being predicted. 
  α (Alpha) is the Constant or intercept  
 b1 is the Slope (Beta coefficient) for X1 
X1 (Decision making) First independent variable that is explaining the variance in Y 
B2 is the Slope (Beta coefficient) for X2 
X2 (Self awareness) Second independent variable that is explaining the variance in Y B3 is the Slope (Beta coefficient) for X3
X3 (Social support) Third independent variable that is explaining the variance in Y.
X4 (Knowledge on HIV and AIDS and STIs) Fourth variable that is explaining the variance in Y.
B4 is the Slope (Beta coefficient) for X4
X5 (Attitude and beliefs) Fifth variable that is explaining the variance in Y.
B5is the Slope (Beta coefficient) for X5…………. X11. 
e- error term
Preliminary analyses were performed to ensure that there was no violation of the assumptions of multiple linear regressions. Therefore before multiple regressions modelling, the following main assumptions were taken into consideration according to (Gordon, 2010; Jason & Waters 2002). 

First, multicollinearity of independent variables; this was tested to insure that the variables were not highly correlated.  According to  Jason and Waters (2002), variance inflation factor (VIF) values bigger > 10 indicate problems with collinearity where the independent variables are totally predicted by other independent variables and therefore making it difficult to determine each  individual variables effect, a situation which could mislead the findings.  In this study, variance inflation factors (VIF) were <10.  
  
Second, homoscedasticity which refers to constant variance was checked in order to observe whether the variances along the line of the best fit remain similar when moving along the line.  This was done by examining studentized residuals against unstandardized predicted values to ensure that there were no larger errors in some cases than in others. Third, random sampling, this assumption requires the sample size to be randomly obtained from the population. The requirement for this assumption was met where the sample size for the study was obtained randomly from the population.

Furthermore it was assumed in this study that sexual behaviour of the youth is associated with various psychosocial aspects.  The study therefore assumed that decision making abilities, self awareness, social support, individual motivating factors, and socio demographic characteristics of the youth are associated with sexual behaviour.  The study therefore had the following assumptions:
i.	There is no a general relationship between the dependent variable (Sexual behaviour) and one or more of the predictor (independent variables).  
ii.	There is a general relationship between the dependent variable (Sexual behaviour) and one or more of the predictor (independent variables).






4.0 PRESENTATION OF THE STUDY FINDINGS 
4.1 Introduction
This chapter presents the demographic and socio – economic characteristics of the youth in the respective study areas.  Furthermore the chapter presents sexual behaviour of the youth in the study areas by background characteristics such as age, sex, marital status, education level, occupation of youth and religion affiliation. The chapter further presents decision making ability on HIV and AIDS prevention contributing to the reduction of HIV infection risks among the youth.  The chapter also examines decision making ability among the youth using background characteristics.  

In addition, the chapter presents the findings on self awareness on HIV and AIDS prevention among the youth.  Self awareness ability among the youth is further examined using background characteristics  Moreover, the chapter presents social support on HIV and AIDS prevention provided to the youth.  The chapter also examined social support using background characteristics.  Motivation factors of knowledge, attitude and beliefs on HIV and AIDS and STI prevention were also presented in this chapter. 

Equally important, the chapter uses bivariate analysis to determine the association between sexual behaviour and psychosocial competences.  Lastly, the study uses regression analysis to determine the impact of psychosocial competences on sexual behaviour among the youth.    
4.2 Demographic Characteristics of Youth
Demographic characteristics of the youth were explained by using age, sex and marital status of the respondents.  The study intended to involve 240 respondents among the youth.  However, 2 respondents in Mbulu District comprising 3.3 percent were removed from the analysis because of inconsistent responses.  In addition, 6 respondents in Mufindi District comprising 10 percent were removed from the analysis because of incomplete data for all variables.  Therefore the analysis involved 232 youth in the two Districts. 

4.2. 1 Age and Sex of the Youth
The minimum age in the two Districts was 15 years and the maximum age was 35 years.  Data in Table 4.1 give the details.  

Table 4.1: Age of Respondents among the Youth
District	              Female	                 Male




Source: Field Data 2012

The information in Table 4.1 indicates that the mean age of female youth was 23 years in the two districts.  It was also noted that the mean age of male youth was slight higher in Mufindi when compared to the mean age of male youth in Mbulu. The mean difference was 0.55. 
4.2.2 Distribution of the Youth by Sex  




Figure 4.1: Distribution of Youth by Sex
Source: Field Data 2012

The results in Figure 4.1 show that the number of male youth was slightly smaller in Mufindi than that of males in Mbulu.  Furthermore, the percentage for females was slightly higher in Mufindi than that of females in Mbulu.

4.2.3 Distribution of Youth by Marital Status  


















 Figure 4.2: Distribution of the Youth by Marital Status


In addition the information in Figure 4.2 shows that more than ten percent of unmarried youth were living with a partner in Mufindi.  Young people in the same category were less than ten percent in Mbulu.  The study noted further that there was a category of youth who are widowed in Mufindi.  

4.3 Socio - Economic Characteristics of the Youth
The socio - economic characteristics of the youth was explained by education level,          occupation and religious affiliation. 

4.3.1 Youth   Education Level  
Education among the youth ranged from Primary school to Graduate levels.  There were no youth who had not attended school and therefore this category was not included in the analysis.  Education level among the youth was classified into five categories as no formal education, primary school, secondary education, high school, Diploma and graduate.  The results show that a quarter of female youth in Mbulu had primary school education while one third of female youth had the same level of education in Mufindi.  Table 4.2 show the results. 

Table 4.2: Youth Education Level by Sex 
Education  level  Mbulu(N=118)	Education 	 level  by sex  
	        			 		     	 
	       M			    F		Total	
	n	%	     n	%	N	%
Primary education	23	19.5		31	26.3 	54	45.8
Secondary education	26	22.0		22	18.6 	48	40.7











Source: Field Data 2012.

The results in Table 4.2 show a slightly different trend in the attainment of secondary education among the respondents.  The study found that 22 percent of males had secondary education while 18.6 percent of females had the same level of education.  The same trend was noted in Mufindi where about a quarter of males among the youth had secondary education while less than 10 per cent of females among the youth had the same level of education.  These results suggest that female youth had lower educational attainment than male youth in the two study areas. Increased educational attainment is particularly important in maintaining one’s health because it modifies behaviour which increases an individual’s ability to be self aware and proactive in terms of their health. Individuals with higher education can detect unusual symptoms earlier, seek out information regarding their health and have better coping strategies than is the case with individuals with less than high school education (Mechanic, 2007).  Education level of the respondents in this study had implications in youth sexual behaviour and psychosocial competences. 

4. 3.2 Distribution of Youth by Occupation  
The study reveals that the major occupation of the youth in the two study areas is farming.  Data in Figure 4.3 give the details in percentage. The results show that the youth were mainly engaged in farming, petty business and other youth were students.  The study also noted that fewer youth were employed as tour guides, house girls and security guards.  The findings reveal further that the majority of the youth did not have permanent and reliable source of income. 

Figure 4.3: Distribution of Youth by Occupation
Source:  Field Data 2012
This has an implication on the sexual behaviour among the youth as they (the youth) may get involved in risky engagements in order to earn a living.  Studies have noted that the socio-economic factors have a strong bearing on individual sexual behaviour as the socio-economic factors encourage risky sexual behaviour, especially among young girls.  Studies by Luke, (2003) and Tenkorang and Maticka – Tyndale (2008) have shown that extra marital affairs between young married couples can result from critical economic situations such as lack of sustainable employment, rural - urban migration, and exposures to high risk jobs such as truck driving ( Luke 2003; Tenkorang &  Maticka – Tyndale, 2008).  

4.3.3 Youth Religious Affiliation
Religious affiliation of the respondents among the youth was captured from a question, “What is your religion?”  The results show that Roman Catholic was a dominating religious denomination in the two study areas.  Figure 4.4 show the results. 
 Figure 4.4: Youth Religious Affiliation 
Source:  Field Data 2012
Figure 4.4 shows that a half of the youth in the two Districts were Roman Catholics.  Lutheran constituted about a quarter of the sampled youth in the two study areas.  Muslims were found to be few comprising only one tenth of the sampled youth in Mbulu and Mufindi respectively.  Religious beliefs may have implications on sexual behaviour among the youth.  Studies have reported differentials in the patterns of sexual behaviour across religious groups (Miller & Gur, 2002; Tenkorang et al. 2009).  It has also been confirmed from other studies that both Christians and Moslems teach and value abstinence from sexual activity until marriage.  However, adherence does not necessarily follow the religion teachings (Rostosky et al. 1999). 

4.4 Demographic Characteristics of Parents of Youth, Social Workers and         Government Officials
Demographic characteristics of parents of the youth, Social workers and Government officials included age, sex, and marital status.     
  
4.4.1 Age of the parents of the Youth, Social Workers and Government Officials
The age of respondents in the three categories was described by the mean age, standard deviation and the minimum and maximum age as indicated in Table 4.3.

Table 4.3: Age of Parents of the Youth, Social Workers and Government                 Officials
Category	                Mbulu	               Mufindi
	     mean	min	max	n	mean  	min	max	n
Parents of youthG. OfficialsSocial workers    Total	56.9250.0041.6749.35	47472727	64535364	1221226	49.1741.0043.2546.04	41   37  30  30	62455862	1221226
Source: Field Data 2012	
The information in Table 4.3 shows the mean age and the minimum and maximum age of the key informants in the three categories. The results indicate that the minimum age of the parents of the youth was 47 years and the maximum age was 64 years in Mbulu, while the minimum and maximum age of the parents of the youth in Mufindi was 41 years and 62 years respectively.  

4.4.2 Sex of the Parents of the Youth, Social Workers and Government Officials
Results in Figure 4.5 reveal that there was an equal distribution of the respondents according to sex among the parents of the youth and social workers in the two study areas.  The sex of the respondents in the three categories is detailed in Figure 4.5.


Figure 4.5: Sex of Parents of Youth, Social Workers and Government Officials

The information in Figure 4.5 shows that the representation was not equal among government Officials in Mbulu.  The WEO’s in the respective wards were men. 
4.4.3 Marital Status of Parents of Youth, Social Workers and Government  Officials
The findings indicate that more than a half of the parents of the youth in the present study were married and living with spouses.  In addition, widowed parents in Mufindi were twice as much as those found in Mbulu.  Data in Table 4.4 show marital status of the parents of the youth, social workers and government officials in detail.  

Table 4.4 Marital Status by Group Category
Marital status	Mbulu	Mufindi 	    Total
Parents of Youth	n	%	n	%	N	%
Married, living with spouse	7 	58.3	6	50	13	54.2
Married, spouse lives elsewhere	2 	16.7	0	0	2	8.3





Married, living with spouse	2	100	2	100	4	100
Total	2	100	2	100	4	100
 Social Workers						
Married, living with spouse	8 	66.7	9 	75	17	70.8
Not married, but living with a partner	0 	0	1 	8.3	1 	4.2
Not married	4 	33.3	1 	8.3	5 	20.8
Widowed	0 	0	1 	8.3	1 	4.2
Total	12 	100	12 	100	24 	100
Source: Field Data 2012
The results in Table 4.4 imply that some of the youth were raised and cared by single parents, a situation that have implications in the lives of the youth as they may not get adequate guidance and support from their families.  Studies have confirmed that parental care can significantly affect the sexual life of the youth.  In addition, poor parent-child communication, low parental monitoring and lack of family support can contribute to risk sexual behaviours (Perkins & Borden, 2003). 

4.5. Socio - Economic Characteristics of Parents of Youth, Social Workers and        Government Officials
The socio - economic characteristics of parents of the youth, social workers and government officials were explained by education level, occupation and religious affiliation of the respondents.  

4.5.1 Education level of parents of the youth, Social workers and Government         Officials
Education levels of the respondents in the three categories ranged from not having any formal schooling to having a Diploma.  Data in Table 4.5 show the results in details. The results in show that while less than ten percent of the parents of the youth had no formal schooling in Mbulu, a quarter of parents of the youth were in the same category in Mufindi.  Furthermore, a half of the parents had primary school education in Mbulu while one third of parents had that level of education in Mufindi.    

The results indicate further that three quarters of social workers had secondary school education in the two study areas.  Parents’ education is considered to be a contributing factor in good upbringing of the children and the ability to provide necessary requirements such as health, education, and shelter.  Moreover, lower parental educational attainments are associated with a greater likelihood of underage sexual intercourse (McNeely et al. 2002).

Table 4.5: Education Level of Parents of the Youth, Social Workers and Government Officials
Marital status	Mbulu	Mufindi 	    Total
Parents of Youth	n	%	n	%	N	%
No formal Schooling	1 	8.3	3	25	4	16.7
Primary school	6 	50	5	33.3	11	45.8




 Primary school	2 	100	1 	50	3 	75
Ordinary level Secondary School	0 	0	1 	50	1 	25
Total	2 	100	2 	100	4 	100
Social Workers						
Primary school	1 	8.3	1 	8.3	2 	8.3
Ordinary level Secondary School	9 	75.1	11 	91.7	20 	83.3
Advance level Secondary School	1 	8.3	0 	0	1 	4.2
Diploma	1 	8.3	0 	0	1 	4.2
Total	12 	100	12 	100	24 	100
Source: Field Data 2012

4.5.2   Occupation of Parents of the Youth, Social Workers and Government           Officials 
The major occupation among parents of the youth in the two studies areas was farming which engaged a half of the parents of the respondents.  Furthermore, the results show that among social workers, nurses were almost twice the number of other social workers such as doctors and community development officials. Furthermore, the results show that among social workers, nurses were almost twice the number of other social workers such as doctors and community development officials.  The occupations of the respondents in the three categories are presented in Table 4.6.

Table 4.6: Occupation of Parents of the Youth, Social Workers and                  Government Officials





Teacher	1 	8.3	0   	0	1	4.2
Supervisor - Wood Company	0 	0	1  	8.3	1	4.2
Nurse	1 	8.3	0  	0	1	4.2
Land Surveyor	1 	8.3	0   	0	1	4.2
Loan Officer	0 	0	1  	8.3	1	4.2
Carpenter	0 	0	1   	8.3	1	4.2
Total	12 	100	12 	50	24	100
Government Officials						
Ward Executive Officials	2 	100	2 	100	4	100
Total	2 	100	2 	100	4	100
 Social Workers						
 Doctor	3 	25	3 	25	6	25
 Nurse	5 	41.7	6 	50	11	45.8




Source: Field Data 2012
The occupations of the parents explain their economic power and ability to support their children.  Studies have revealed that the youth from poor neighbourhood, poor quality of life, and low socioeconomic status are more prone to negative behaviours (Perkins & Borden, 2003).

 4.5.3 Religious Affiliation of Parents of the Youth, Social Workers and Government Officials
The religion affiliation of parents of the youth, social workers and Government officials is indicated in Table 4.7.

Table 4.7: Religious Affiliations of Parents of Youth, Social Workers                             and Government Officials
                                           Religion Affiliation  by   Group category
	Mbulu	Mufindi	    Total
Parents of Youth	n	%	n	%	n	%
RC	11 	91.7	11 	91.7	22 	91.6
Lutheran  	1 	8.3	0 	0	1 	4.2
Pentecost	0 	0	1 	8.3	1 	4.2
 Total	12 	100	12 	100	24 	100
Government Officials						
 RC	1 	50	2 	100	3 	75
Lutheran	1 	50	0 	0	1 	25
Total	2 	100	2 	100	4 	100
 Social Workers						
 RC	10 	83.3	8 	66.6  	18 	75
Lutheran	 2 	16.7	2 	16.7	4 	16.7
Moslem	 0 	0	2 	16.7	2 	8.3
Total	12 	100	12 	100	24 	100
Source: Field Data 2012

The results in Table 4.7 show that Roman Catholic is the dominant religion of key informants in all categories.  Other religions such as Islam and Lutheran Church had few followers.  Studies have reveal that religious teachings were reflected in how people talk about sexuality; and there is clear evidence that religion and culture together influence both sexual activity and people’s perception about sexuality (Lagarde et al. 2000; Schmid, 2007; Maticka-Tyndale, 2007).  

4.6    Determining Sexual Behaviour that contribute to HIV and AIDS Infection  Among the Youth  
The first objective of the study was to determine sexual behaviour among youth respondents.  Specifically, the study sought to establish sexual behaviour that put the youth into the risk of HIV and AIDS infection.  In order to accomplish this purpose, the study used descriptive statistics to determine the frequency and percentages of responses from the youth.  
 
Sexual behaviour of the youth was measured by the following variables; ever lived with a boyfriend/girlfriend/partner, ever had penetrative sex, ever had early sexual debut, ever had sexual intercourse in the past 12 months,  ever used condoms during sexual intercourse, ever had STI infections, and ever had multiple sexual partners.  The answers to these questions were either Yes or No, and the coding was 1 for ‘Yes’ if a behaviour is risky and 0 for ‘No’ if a behaviour is not risky.  Furthermore, the use of condoms during sexual intercourse which was positively worded was reversed so that it scored 0 if the youth answered ‘Yes’ and 1 if the  answered was ‘No’.  

The results show that more than a half of the youth in the present study had lived with a sexual partner.  Furthermore, early sexual debut among the youth was noted in the two study areas, however, the proportion of youth involved into early sexual debut was slightly higher in Mufindi than was the case in Mbulu.  The results were statistically significant χ2 (1) =3.791, n=232, p < 0.05.  The study results also indicated that more than three quarters of the youth had ever had penetrative sex in Mufindi while the number was slight lower in Mbulu.  These results were statistically significant ÷2 (1) = 7.707, n=232, p < 0.05.   Data in Table 4.8 shows the results.

Table 4.8: Youth responses indicating engagement in risky Sexual behaviours
Sexual behaviour		Mbulu	Mufindi	Total     N=232
		  n₁	%	n₂ 	%	N	%	
Ever lived with a boyfriend/girlfriend/partner	Yes	73  	63.5 	81	71.1	154	67.2	
	χ2      1.491	df  1	   p value	.222
Early sexual debut	Yes	65	55.1	77	67.5	142 	61.2	
	 χ2         3.791	df  1	   p value	 .052*
Ever had penetrative sex	Yes	76	64.4	92	80.7	168 	72.4	
	 χ2         7.707	df  1	   p value	.006*
Had  sexual intercourse  in the past 12 months	Yes	74	62.7	80	70.2	154	66.4	
	χ2        1.447	df  1	p value	0.229
Use of condoms during sexual intercourse	No	62 	52.5	48	42.1	110 	47.4	
	 χ2        2.533	df 1  	  p value	0.111
Had STI infections	Yes	23	20	43	38.4	66 	29.1	
	  χ2       9.308	df  1	  p value	.002*
Having multiple sexual partners	Yes	60	50.8	77	67.5	137 	59.1	
	  χ2         6.685	df  1	p value	.010*
        p value significant <0.05 level (2-tailed).
       Note:
  
The results in Table 4.8 reveal that in the past twelve months before the study was conducted, more than a half of the sexually active youth in the present study had had sexual intercourse.  In addition, among the youth who had already had sexual intercourse, a half of them did not use condoms in Mbulu District.  This suggests that condom use behaviour was low in Mbulu.  It was further noted that the youth who had STI infections in Mufindi District were almost as twice as the youth with a similar problem in Mbulu District.  

These results were significant χ2 (1) = 9.308, n=232, p < 0.05.  Equally important, the study found out that the youth in the two study areas were engaged in multiple sexual relationships.  The study revealed that the youth in Mufindi tended to have more multiple sexual partners than is the case with the youth in Mbulu.  These results were found to be statistically significant χ2 (1) = 6.685, n=232, p < 0.05 showing that sexual behaviour risks differed significantly in the study areas. 

Furthermore, the findings from FGDs among the youth were in line with the results reported by the youth through questionnaire showing the prevalence of incidences of risky behaviours among the youth in the study areas.  The risky sexual behaviours which were widely cited by the youth include having sexual intercourse, having multiple sexual partners, having unprotected sex and having sexual relationships with older men. The youth reported further that involvement into other risky behaviour such as alcohol abuse and unprotected sex were common problems in the study areas.  It was revealed that the youth who were working in timber farms in Sao Hill used to come to the nearby town areas such as Kinyanambo and Changarawe during weekends to drink alcohol and spend their money with women.  It can be argued that despite the differences observed, the youth in the two study areas involved themselves into risky sexual behaviours and with utter disregard of HIV prevention.  

4.6.1 Mean Scores for Risky Sexual Behaviour Among the Youth 

The study used descriptive statistics to determine the mean scores for sexual behaviour risks among the youth in the two study areas.  However, before the mean scores were determined, seven (7) variables measuring sexual behaviour risks were computed to form a single variable for the total sexual behaviour risks. The variable was abbreviated as TSEXBEHAV (See section 3.7.2).  The variables measuring sexual behaviour risks had a good internal consistency with Cronbach alpha coefficient of 0.7 which was acceptable (George & Mallery, 2003).  The maximum score for sexual behaviour risks for each respondent was 7 while the minimum was 0.  Moreover, an independent sample t-test was used to compare the mean scores for sexual behaviour risks among the youth in the two study areas as summarized in Appendix 1.  Data in Table 4.9 show the means scores for risk sexual behaviour among youth in the study areas. 

 Table  4.9 Mean Scores for Risky Sexual Behaviour Among the Youth
                          
	           Mbulu(n=118)		            Mufindi(n=114)
    	  Mean	Min	Max	  Mean	   	 Min	Max
Male	3.827	1.0	7.0	5.389	1.0	7.0
Female	3.783	 0	7.0	4.100	1.0	7.0
Source: Field data 2012
The results in Table 4.9 reveal that the means for sexual behaviour risks among male youth were higher in each study area than was the case for female youth.  However, both male and female youth in Mufindi were at a higher risk than was the case with their counterparts in Mbulu.  Furthermore, when the mean scores in the two study areas were compared through an independent sample t – test, the results revealed statistically significant differences in sexual behaviour risks (t = -4.349, df= 230, p < .001) as summarized in Appendix 1.  

 4.6.2 Sexual Behaviour of the Youth in Index Groups
The study used an index for sexual behaviour (TSEXBEHAV) in order to establish whether the youth in the two study areas were involved in low, medium, or high risk sexual behaviours. The variable (TSEXBEHAV) was used to form and categorize sexual behaviour into an index.  Cronbach alpha coefficient for the variables used in the index was (0.700) which was acceptable (George & Mallery 2003).  A categorical Index of sexual behaviour was considered to be more practical than a continuous score; therefore, the responses were categorized into three groups as follows; low risk with scores ranging from 0 to 2, medium risk with scores ranging  from 3 – 4, and high risk with  scores ranging from 5 - 7.  Data in Figure 4.6 show sexual behaviour risks in index groups in percentages.

According to the index in Figure 4.6 a half of the youth in Mbulu were at a lower risk sexual behaviour than was the case with their counterparts in Mufindi.  Equally important, the youth in Mufindi were twice as much engaged into high risk sexual behaviours as compared to the youth in Mbulu.  These results confirm that the levels of engagement into risk sexual behaviour were different among the youth in the two study areas.  Other studies have found that the levels of health risk behaviours and the relationship between sexual behaviours and nonsexual risk behaviours may differ in various settings and which are socially, culturally, and economically influenced in different ways by the outside world (Tu  et al.  2012). 


Figure 4.6:  Sexual behaviour among the youth in Index Groups 
Source: Field Data 2012

4.6.3 Health Problems and Factors Contributing to Sexual Behaviour Risks Among the Youth
The information obtained through FGDs show that youth encountered different health problems and there were factors that contributed to sexual behaviour risks.

4.6.3.1 Health Problems
The results from FGDs show that HIV and AIDS, STI infection, and malaria were among the health problems affecting the youth in the study areas. Regarding HIV and AIDS and STIs infections, the youth in Mufindi reported that such infections were a serious problem.  However the incidences of deaths were no longer as frequent as was the case previously.  Despite the knowledge of the prevalence of HIV and AIDS, it was found that the youth were not taking required prevention measures.  This is revealed by STI infection incidences and unwanted pregnancies reported by the youth.    

4.6.3.2 Factors Contributing to Risk Sexual Behaviour Among Youth
Among the major reasons for engaging into risk behaviour as identified by the youth in the two study areas were hardships of life, income poverty, and lack of education on HIV and STI infection.   For example, one of the female youth (26yrs) in Mbulu had this to say:
“Sometimes I have sexual intercourse due to life hardships.  How can I refuse to have sex while a man is ready to provide money and support?”

These findings imply that some of the youth especially girls get involved into sexual intercourse as a means of sustaining their lives due to economic hardships.  In addition, similar circumstances forced the youth to engage into sexual relationships with multiple partners.
  
One of the female youth (25 years) in Mbulu had this to say:
 “I have a 3 yrs old child.   His father is no longer living with me….  
 I have sexual relationships with other men, just to find life support.  I am now doing petty business”.  

The youth also revealed that female youth tend to have sexual relationships with older male partners due to economic hardships and being after luxurious life.
A female youth in Mufindi, aged 29 years revealed that:
“The youth mostly had sexual intercourse with their fellow youth. However there are female youth who had sexual intercourse with older men because they are after money and they like luxurious life. They end up getting unplanned pregnancies and sexually transmitted diseases; they are also abandoned by the men who simply disappear to the unknown destination” 

These results indicate that poverty and economic hardships put the youth especially female youth into precarious positions and exposing them to high risk of sexually transmitted infections and unwanted pregnancies.  Furthermore, the youth revealed that having multiple sexual partners was a common practise among the youth whereby the youth can even share their sexual partners.  In addition, the youth revealed that male youth had sexual relationships with young females from outside their areas; although this is done secretly, later it becomes known that different male youth have sexual relationships with the same females. One of the male youth aged 32 years in Mufindi had this to say:-   
“When girls from outside the area come here we use to make advances to them as they are attractive.  I had a girl friend that we used to have sexual intercourse with, but after three months I discovered that she was also having an affair with another man”. 

These results suggest that cheating was a common practice among the youth; this can be attributed to the fact that the youth sexual activities are not based on any firm and or honest relationships, and therefore the youth can easily be tempted to engage into other new sexual relationships  
Through observation, it was found that in Mufindi, there were various activities that attracted people from outside the area and these included working in tea farms and industries, timber harvesting, processing and selling.  The study observed further that there were people coming from other parts of the country for business activities because there were job opportunities in Mufindi that attract people from outside the areas.  In addition there was a military camp in Mafinga area and it was reported by the respondents that there were sexual relationships that increases the chances for HIV and AIDS infection.  

The observed aspects had implications in the lives of the people in the study areas.   According to Hamlyn et al. (2007), there is a well-established association between travel and the acquisition or transmission of STIs.  It has also been revealed that the spread of HIV/AIDs, STIs is associated with migrant workforce, presence of construction camps and the presence of truck drivers.  According to NACP (2012), there is a significant variation in HIV prevalence due to geographical variations where HIV prevalence ranges from 1 per cent to 14 per cent across various regions in Tanzania. It was also observed that Mbulu District was located in the highland area with no high interaction with people from outside the area unlike the case with Mufindi. Furthermore, there were fewer business activities in Mbulu than was the case in Mufindi.    

4.6.3.3 Condom use Among the Youth
The results obtained from FGDs  revealed that condoms are known among the youth, however they were not using them consistently with their sexual partners;  for example, one of the male youth aged 30 years in Mufindi  said the following:- 
         “I use to have sexual intercourse with my girl friends but we did not use condoms all the time we had sex because sometimes I get a chance of having sex when condoms are not at my disposal.”               

Furthermore, the youth revealed that they were not free to obtain condoms from health centres or hospital.  A male youth aged 21 years old in Mbulu said that:-
 “I don’t dare to go for condoms in the hospital because my mother is a nurse; therefore my worry is that she or her co workers might see me taking condoms; this might send a signal that I am promiscuous …. My mother is very strict.

The results obtained from these young people confirm that condoms were not consistently used by the youth for various reasons.  Firstly, is the fact that the youth sometimes engage themselves into unplanned sexual intercourse, and when condoms are not at their disposal.  Secondly, the youth were uncomfortable to obtain condoms from places where it is not convenient to do so, and the third reason is that some parents are so strict that the youth cannot dare to be found in possession with condoms.  This suggests that the youth were not free to collect condoms from the areas where adults can see them. 

4.6.4 Sexual Behaviour among the Youth by Demographic and Socio-Economic Characteristics 
The study sought to assess youth sexual behaviours by demographic characteristics such as age, sex, marital status.  Sexual behaviour of the youth was also examined by socio- economic background characteristics such as education level, occupation and religious affiliation.  The total score for sexual behaviour index had a good internal consistency with Cronbach alpha coefficient of 0.7 which was acceptable (George & Mallery, 2003).  The study used univariate analysis to examine the respective indices in frequencies and percentages. 

4.6.4.1 Sexual Behaviour of the Youth by Age
The findings show that youth aged 15-20 were at the low risk in Mufindi compared to other age groups.  Data in Figure 4.7 show the results.


Figure 4.7: Youth Sexual Behaviour by Age Mufindi 

Consistent with the findings obtained in Mufindi youth aged 15-20 years in Mbulu were also at the low risk compared to other age groups.  Figure 4.8 show the results.

Figure 4.8: Youth Sexual Behaviour by Age in Mbulu

The findings in figure 4.7 and 4.8 show that  involvement into risk sexual behaviour was high among the youth aged 15-20, 21- 25 and 31-35 years in Mufindi than was the case with the youth of the same age in Mbulu.  Furthermore youth aged 21-25 and 26-30 years in Mbulu were at a low risk when compared to youth of the same age in Mufindi. Furthermore, the study used descriptive statistics to determine the mean age of the first sexual intercourse between the two districts.  The results show that the mean age of the first sexual intercourse was slightly higher in Mbulu than it was in Mufindi.  The results confirmed that the age of the first sexual intercourse differed in the two study areas as indicated in Table 4.10.

Table  4.10: Mean Age at First Sexual Intercourse               
District	Age at first sexual intercourse               
	     mean	min	max	 N
Mbulu	17.178	14	18	118
Mufindi	16.868	13	18	114
Total                        	 			232
Source: Field Data 2012
The variation observed in this study is supported by other studies which confirmed that sexuality among the youth is viewed differently in some cultures.  In addition, there are cultural groups that encourage sexual activity including multiple partners among the unmarried youth, whereby girls have been married once they become matured (Ajala, 2007; Omorodion, 2006).  These results are supported by the results in other studies which show that the youth get engaged into sexual acts before the age of 15 (Lema  et al. 2008; Lugoe 1994).  

Equally important, HIV surveys in Kenya, Ghana, Malawi, and Uganda, show the existence of a strong link between the age at first sexual intercourse and extra-marital sexual relationship (Madise et  al. 2007).  The findings of the present study therefore, suggest that the youth had multiple partners as they engaged into sexual activity at an early age; this situation put the youth at risk of contracting HIV.  Similar findings are reported by other studies that reveal that age is a determining factor for sexual behaviour of the youth (Madise et al. 2007). Furthermore the study investigated the age at which youth first had a boy/girl/partner and the age at which youth first had sexual intercourse.  Data in Table 4.11 shows the results. 

Table 4.11: The Age that the Youth first had a Boyfriend / Girlfriend / Partner

    	   Mbulu	Mufindi	  Total
       Age   Less than 15 years 	N	%	N	%	N	%
	16	 13.6	22	19.3	38	16.4
    15 years old	16	13.6	16	14.0	32	13.8
    16 years old	7	5.9	17	14.9	24	10.3
    17 years old    18 years old	772	5.961.0	1148	9.742.1	18120	7.851.7
    Total                         	118	100	114	100	232	100
                 χ2     10.737	df   4	p.value	0.030*
p value significant <0.05 level (2-tailed)
Source: Field Data 2012
The results in Table 4.11 show that while more than a half of the youth in Mbulu initiated relationships with a boyfriend/girlfriend /partner when they were 18 years old, less than a half of the youth had started relationships with a boyfriend/girlfriend /partner at the same age in Mufindi District.  Furthermore, early initiation of sexual relationships among the youth was noted in the two study areas; however, it was slightly higher in Mufindi than it was in Mbulu. 

The study further confirmed through inferential statistics that there was a statistically significant difference regarding the age at which the youth in the two study areas started relationships with a boyfriend/girlfriend /partner χ2 (4) = 10.737, n=232, p < 0.05.  Studies show that the timing and relationship status of sexual partners vary across indigenous cultures, because culture values can have some influence on people’s perception towards both sexual activity and thinking about sexuality (Lagarde et al. 2000; Schmid, 2007).  The findings of this study therefore, suggest that early initiation of sexual relationships had been attributed by cultural differences in the two study areas. 

4.6.4.2 Sexual Behaviour by Sex of the Respondents among the Youth
The results revealed that male youth in the two study areas were at a higher risk than is the case with their female counter parts.  The findings show that while a half of the respondents among the youth in Mbulu were engaged into low risk sexual behaviour, less than 50 percent of the respondents among the youth were in the same category in Mufindi.  The results are indicated in Table 4. 12.  
Table 4.12: Sexual Behaviour by Sex in the Study Areas 
	                 Mbulu	             Mufindi
 Index Groups	 Female	Male	Total	  Female	  Male	Total
             L    0 - 2	n	 %	n	%	n	%	n	%	n	%	N	%
	 35	 29.7	 34	 28.8	69	58.5	34	29.8	  5	4.4	39  	34.2
M  3 - 4	20	16.9	14	11.9	34	28.8	14	12.3	 20	17.5	34  	29.8
H  5 - 6	5   	4.2	10	8.5	15	12.7	12	10.5	 29	25.4	41	36.0
Total	60	50.8	58	49.2	118	100	60  	52.6	 54	47.3	114	100
L -Low, M - Medium, H - High
Source: Field Data 2012


The results in Table 4.12 imply that there were differences in the youth involvement into risky sexual behaviours according to sex in the two study areas.  Other studies have also revealed that sexual activities among the youth were more commonly reported by males than by females in some countries of the East and Southern Africa.  However, early sex was reported to be more common among females than among males in West Africa (Doyle et al. 2012).  

4.6.4.3 Sexual Behaviour by Marital Status




Table 4.13: Sexual Behaviour by Marital Status
	                                   Marital status	
Sexual BehaviourIndex Groups	Married, living with spouse	Married,spouse lives elsewhere	Not married, but living with a partner	Not married	Widowed		Total
Mbulu	n	 %	n	 %	n	 %	 n	 %	 	 N	%
Low	   0-2	8	6.8 	1	0.8 	5	4.2	55	46.6	-	69	58.5
Medium 	3-4	8	6.8 	0	0.0 	5	4.2	21	17.8	-	34	28.8
High	  5-7	2	1.7 	0	0.0	0	0.0	13	11.0	-	15	12.7
Total	18	15.3    	1	0.8	10	8.5	89	75.4 	 	118	100.0
Mufindi							
Low	      0- 2	3	2.6	1	0.9	9	7.9	26	22.8	0	0.0	39	34.2
Medium 	3-4	9	7.9	3	2.6	2	1.8	16	14.0	4	3.5	34	29.8
High      5-7	11	9.6	3	2.6	5	4.4	22	19.3	0	0.0	41	36.0
Total	23	20.2	7	6.1	16	14.0	64	56.1	4	3.5	114	100.0
Source: Field Data 2012

Equally important while only less than 10 percent of youth who were not married in Mbulu were at a high risk, the amount is slight higher in Mufindi where more than 10 percent of youth in the same category were involved into high risk sexual behaviour.   

4.6.4.4 Sexual Behaviour by Education Level
The study further examined sexual behaviour by highest education level attained by youth.  The results show that youth who had primary school in Mufindi were twice at high risk by educational level when compared to youth in Mbulu as indicated in Table 4.14.

Table 4.14:  Sexual Behaviour by Education Level
	                          Highest level of education	
  Index Groups	Primary  	Secondary	  High school  	Diploma	Graduate 	Total
Mbulu	n	%	n	%	n	%	n	%	n	%	N	  %
Low	   0 - 2	26	22.0	32	27.1	8	6.8	2	1.7	1	0.8 	69	58.5
Medium 	3 - 4	20	16.9	10	8.5	1	0.8	1	0.8 	2	1.7	34	28.8
High	   5 - 7	8	6.8	6	5.1	1	0.8	0	0.0 	0	0.0	15	12.7
Total	54	45.7	48	40.7	10	8.5	3	2.5	3	2.5	118	100
Mufindi Low	     0 -  2	 28	24.6	  6	5.3	1	0.9 	 2	1.8	2	1.8	39	34.2
Medium 3 -  4	17	14.9	12	10.5	1	0.9	2	1.8	2	1.8	34	29.8
High      5 -  7	15	13.2	21	18.4	3	2.6	2	1.8	0	0.0 	41	36.0
Total	60	52.6	39	34.2	5	4.4	6	5.3	4	3.5	114	100
Source: Field Data 2012

The results in Table 4.14 also indicate that the youth who had secondary education were at a higher risk in Mufindi than was the case with the youth in Mbulu district.  The findings further reveal that the tendency to engage in high risk behaviour was not frequent among the youth who had high school education, diploma and bachelor degrees graduates. Similar findings are supported in other studies that reveal the existence of a link between education and sexual behaviour.  The findings from the surveys conducted in Nigeria revealed that educational attainment had links with young people's sexual behaviour.  These surveys show that high educational levels in a community were associated with reduced odds of the reported risky sexual behaviours.  

Furthermore, education provides greater opportunities and motivation to avoid early debut into sexual acts especially among girls (Van Rossem  et  al. 2001). Moreover, according to Kipping, et al. (2012), the onset of multiple risky behaviours such as smoking, alcohol consumption and unprotected sexual intercourse among adolescence are associated with increased risk of poor educational attainment. Therefore, the level of education has implications on the youth’s ability to protect themselves against risky behaviours.

4.6.4.5 Sexual Behaviour of the Youth by Occupation 
The study investigated sexual behaviour vis-a-vis occupation among the youth that the youth who were doing petty business were twice as much engaged into high risk sexual behaviours in Mufindi as opposed to the youth in the same occupation in Mbulu district.  Data in Table 4.15 show the results.





Table 4.15:  Sexual Behaviour Index Groups by Occupation
	Farmer	Petty Business 	Teacher	                                  Nurse	 Student	Tour guide	House girl	         Guard	Total 
Mbulu	n	%	n	%	n	%	n	%	n	%	n	%	n 	%	n	%	N	%
L  0 - 2	25	21.2	15	12.7	2	1.7	0	0.0	26	22.0	0	0.0	0	0.8	0	0	69	58.5
M  3 -4	19	16.1	4	3.4	3	2.5	0	0.0	7	5.9	1	0.8	0	0.0	0	0	34	28.8
H  5 - 7	7	5.9	4	3.4	0	0.0	1	0.8	3	2.5	0	0.0	0	0.0	0	0	15	12.7
Total	51	43.2	23	19.5	5	4.2	1	0.8	36	30.5	1	0.8	1	0.8	0	0	118	100.0
MufindiL	0 -2	17	14.9	10	8.8	1   0.9 	1	0.9	10	8.8	-	-	0	0.0	39	34.2
M  3 -4	13	11.4	12	10.5	3    2.6	0	0.0	5	4.4	-	-	1	0.9	34	29.8
H   5 -7	16	14.0	9	7.9	2   1.8	2	1.8	12	10.5	-	-	0	0.0	41	36.0
Total	46	40.4	31	27.2	6     5.3	3	2.6	27	23.7	 	 	1	0.9	114	100.0

L -Low, M - Medium, H - High







4.6.4.6 Sexual Behaviour of the Youth by Religion 

The study further investigated sexual behaviour and religious affiliation.  The study also noted that less than a quarter of the youth in the same religious group was involved into low risk sexual behaviour in Mufindi district.  The involvement into high risk sexual behaviour was found to be less than 10 percent for all other religious groups in Mbulu.  The results are presented in Table 4.16.


Table 4.16: Sexual Behaviour by Religion 
	RC 	Lutheran	Moslem	Pentecost	AIC	Total
MbuluLow	   0 - 2	n	%	n	%	n	%	n	%	n	%	N	%
												
	35	29.7	21	17.8	9	7.6	4	3.4	0	0	69	58.5
Medium 	3 - 4	24	20.3	3	2.5	4	3.4	3	2.5	0	0	34	28.8
High	  5 - 7	7	5.9	2	1.7	4	3.4	2	1.7	0	0	15	12.7
Total	66	55.9	26	22.0	17	14.4	9	7.6	 0	0	118	100.0
Mufindi												
Low     0 - 2	20	17.5	9	7.9	6	5.3	2	1.8	2	1.8	39	34.2
Medium 	3 - 4	19	16.7	4	3.5	3	2.6	4	3.5	4	3.5	34	29.8
High	  5 - 7	18	15.8	10	8.8	5	4.4	7	6.1	1	0.9	41	36.0
Total	57	50.0	23	20.2	14	12.3	13	11.4	7	6.1	114	100.0
Source: Field Data 2012

The results in Table 4.16 show that more than a quarter of Roman Catholic respondents in Mbulu were involved into low risk sexual behaviour.  The same was observed in Mufindi except for Roman Catholic Church followers whereby more than 10 percent of the respondents were involved into high risk sexual behaviour.  The findings implied that religious teaching and restrictions can contribute in reduction of risk behaviour. 
4.7 Determining Decision Making Ability on HIV and AIDS Prevention among the Youth
Objective two required to determine decision making ability on HIV and AIDS prevention among the youth and that lead to reduction of risks of HIV infection.  In order to accomplish this objective descriptive statistics was used to assess responses of the youth in a five point likert scale, with the aim of determining how often the youth make decisions regarding sex and HIV and AIDS prevention.   The scale ranged from 5% (which means never, 25% (which means sometimes), 50% (meaning half of the time) 75% (meaning usually) and 95% (which means almost always).  Furthermore, for easy and clear interpretation of the results, the scale was categorized into four groups namely, almost never, sometimes, half of the time and almost always.  Decisions made usually and almost always were categorized into one group. 





Table 4.17: Youth Decision Making on HIV and AIDS Prevention   in Mbulu in Frequency and Percentages.   (N=118) 
 	Almost never	Sometimes	Half of the time	Almost always
	n	%	n	%	n	%	n	%
Can take responsibility when making decision about HIV/AIDS prevention.	40	33.9	15	12.7	14	11.9	49	41.5
Can think hard about the consequence of each possible choice When making decision on HIV/AIDS prevention. 	26	22.0	36	30.5	30	25.4	26	22.0
Can get as much information as he/she can before making decisions on HIV/AIDS prevention.  	57	48.3	32	27.1	20	16.9	9    	7.6
Can first discuss with others before making a decision on HIV/AIDS prevention.  	73	61.9	41	34.7	4	3.4	0	0.0
Can take responsibility for the consequences when make decisions about   sexual behaviour.	35	29.7	46	39.0	36	30.5	1    	0.8
Can think hard about the consequences of each possible choice when making decision about sexual behaviour. 	34	28.8	52	44.1	32	27.1	0	0.0
Can first get as much information as he/she can when making decision about   sexual behaviour.  	51	43.2	41	34.7	25	21.2	1	0.8
Can  first discuss with others when making decision about sexual behaviour   	67	56.8	41	34.7	10	8.5	0	0.0
Can make decision about sexual behaviour on the sport without worrying about the consequences.	20	16.9	25	21.2 	58	49.2	15	12.7
Can trust inner feelings and reactionwhen making decision about sexual behaviour.	18	15.3	36	30.5	38	32.2	26	22.0

Source: Field Data 2012.
  
Consistent with the findings obtained in Mbulu, decisions made by the youth in Mufindi regarding HIV and AIDS prevention together with the adoption of a given sexual behaviour were not done frequently.  Data in Table 4.18 give the details.      
Table 4.18: Youth Decision Making on HIV and AIDS Prevention in Mufindi in Frequency and Percentages.  (N=114)
	Almost never	Sometimes	Half of the time	Almost always
Can take responsibility when making decision about HIV/AIDS prevention.	n	%	n	%	n	%	n	%
	16   	14.0	16	14.0 	26	22.8	56	49.2
Can think hard about the consequence of each possible choice when making decision on HIV/AIDS prevention.	31	27.2	13	11.4	30	26.3	40	34.1
Can get as much information as he/she can before making decisions on HIV/AIDS prevention.  	34	29.8	34	29.8	36  	31.6	10	8.8
Can first discuss with others before making a decision on HIV/AIDS prevention.  	46	40.4	58	50.9	10	8.8	0	0.0
Can take responsibility for the consequences when make decisions about   sexual behaviour. 	29	25.4	52	45.6	33	28.9	0	0.0
Can think hard about the consequences of each possible choice when making decision about sexual behaviour.	27	23.7	45	39.5	37	32.5 	5	4.4
Can first get as much information as he/she can when making decision about   sexual behaviour.  	42	36.8	29	25.4	41	36.0 	2	1.8
Can  first discuss with others before making decision about sexual behaviour   	40	35.1	46	40.4	26	22.8 	2	1.8
Can make decision about sexual behaviour on the sport without worrying about the consequences.	24	21.1	40   	35.1	37	32.5	13	11.4
Can trust inner feelings and reactionwhen making decision about sexual behaviour.	1	0.9	24	21.1	51	44.7	38	33.4
Source: Field Data 2012

The results obtained from the youth in Mufindi show that 49.2 percent of them can always take responsibility when making decision about HIV and AIDS prevention.   The results show that a quarter of the youth had made decision regarding HIV and AIDS prevention and adoption of certain sexual behaviour without thinking about the consequence of such choices.  Furthermore, a quarter of the youth did not get much information before making decisions on HIV and AIDS prevention.  In addition, a quarter of the youth did not take responsibility for the consequences about sexual behaviour when making such decisions. 

4.7.1 Mean Scores for Decision Making Ability on HIV and AIDS Prevention Among the Youth
The study used descriptive statistics in order to determine the mean scores for decision making ability by sex among the youth.  In order to accomplish this purpose, ten (10) items that measured decision making ability were computed into a single variable abbreviated as TDECIMAK (See section 3.7.2).  The items in a scale had a good internal consistency with a cronbach alpha coefficient of 0.893(George & Mallery, 2003).  Then the variable TDECIMAK was used to determine the mean scores for decision making among male and female youth.  

The results revealed that the mean scores for decision making ability varied among male and female youth in the two study areas.  In addition, the study found that the mean decision making ability appeared to be almost the same among male youth in the two study areas.  Moreover, the mean decision making ability differed slightly among female youth in the two study areas.  Data in Table 4.19 show the results. 

Table 4.19: Mean Scores for Decision Making Ability on HIV and AIDS     Prevention by Sex among the Youth
	           Mbulu(n=118)		            Mufindi(n=114)
Decision making ability	Mean	Std. Dev	Min	Max	Mean	Std. Dev	Min	Max
Male	31.71  	10.06 	20.0	60.0	     31.20	    2.72	  25	 50
Female	20.67	11.49	11	60.0	     18.90	    5.65	  11	 50
Source:  Field Data 2012
Equally important results in Table 4.19 reveal that the mean scores for decision making varied among male and female youth in the two study areas.  It was found that the mean decision making ability was lower among female than was the case among male youth in the two study areas.  The findings of the present study therefore suggest that female youth were at a higher risk than is the case with their male counterparts.  The findings of this study are supported by other studies that reveal that female youth are vulnerable to HIV and AIDS infection due various reasons including inadequate decision making, complex socio- cultural norms, and religious principles on sex (Collins & Toure 2004).  It can be argued that these factors negatively affect the ability of female youth in making decision regarding their reproductive health and HIV prevention.  In addition, such factors reduce the ability of the female youth of making informed choices.

The study through descriptive statistics sought further to determine the mean decision making ability in each study areas.  The findings suggest that some youth could not make informed decision regarding HIV and AIDS prevention in the two study areas.  Appendix 1 summarizes the results and data in Table 4.20 show the mean scores in the two study areas. 

Table 4.20: Mean Decision Making Ability on HIV and AIDS Prevention                              by District
 Mean Decision making ability
	Mean  	Std Dev   	min	max
Mbulu (N=118)Mufindi (N=114)	26.0924.73	12.117.63	11.011.0	60.050.0
Source: Field Data 2012
The results show that the means for decision making ability were different in the two study areas. The mean was high in Mbulu (26.09) than was the case in Mufindi (24.73). Equally important, the study confirmed that there was a significant difference in the two study areas in terms of decision making ability among the youth as indicated in Appendix 1 (t=4.513, df=-2.804, p value <0.005). It can therefore be concluded that the youth in the two study areas differed in the level of decision making ability, a situation that compromised efforts towards the prevention of HIV and AIDS and other STIs infections among the youth.  

4.7.2  Youth Decision Making Ability by Demographic and Socio- Economic Background Characteristics
The study used univariate analysis to investigate decision making ability by   demographic Characteristics such as age, sex, marital status among the youth.  . Furthermore youth decision making ability was examined by socio economic characteristics such as education level, occupation of youth and religion affiliation. An index for youth decision making ability which was developed (Section 3.7.2) was used in order to accomplish this purpose.  

Then, the index groups for decision making were examined against background Characteristics.  The variables used in the index had a good internal consistency with a Cronbach alpha coefficient of 0.893 (Geroge & Mallery 2003).  The index was categorized as low ability for scores ranging from 0 - 10 and average ability when the scores range from11 - 20 and the ability was regarded to be high when the scores range from 21and above.   
4.7.2.1 Youth Decision Making Ability by Sex 
The study findings reveal that female youth had lower decision making ability in the two study areas than was the case with their male counterparts.  Data in Table 4.21 presents decision making ability among the youth by sex in Mbulu and Mufindi.  

Table 4.21: Decision Making Ability Among the Youth by Sex in  Mbulu  and Mufindi Districts    
District	Decision making Index Groups	Female	Male	Total
		n	%	n	%	N	%
 Mbulu	Low    0 - 10	38	32.2	7	5.9	45	38.1
 	Average 11 - 20	22	18.6	30	25.4	52	44.1
 	High    21+ 	0	0.0	21	17.8	21	17.8
	Total	60	50.8	58	49.2	118	100.0
Mufindi	Low    0 -10	33	29.0	0	0.0	33	29.0
 	Average 11 - 20	27	23.7	11	9.6	38	33.3
 	High    21+	0	0.0	43	37.7	43	37.7
	Total	60	52.7	54	47.3	114	100.0
Source: Field Data 2012 

The results in Table 4.21 show that more than one third of the youth in Mbulu had low decision making ability; of these male youth constituted  less than 10 percent of all the respondents.  Furthermore, while more than 10 percent of male youth in Mbulu had high ability in decision making, none of female youth had that ability in this study area.  In addition, while more than a quarter of female youth in Mufindi had low decision making ability none of male youth had low decision making ability in this study area.  Equally important, while more than one third of male in Mufindi had high decision making ability none of the female youth had that ability.  
According to Miller and Byrnes (2001), decision making ability can enable the youth to form flexible and effective plans for managing different situations while pursuing their goals and making competent decisions.  However, it was found in this study that female youth were in a disadvantage position when compared with male youth.

4.7.2.2 Decision Making Ability among the Youth by Age 
The results show that 10 percent of the youth aged 15-20, 21- 25 and 26-30 years had low decision making ability in Mbulu.  Data in Table 4.22 show the results. 

Table 4.22: Decision Making Ability Among the Youth by Age  
	 INDEX   GROUPS	             AGE OF RESPONDENTS	TOTAL
		 15-20	  21-25	26-30	31-35	
   		n	%	n	%	n	%	n	%	N	%
Mbulu	   Low    0- 10	13  	11.0	18	15.3	13	11.0	1	0.9	45	38.1
	   Average 11- 20	15	12.7	22	18.6	10	8.5	4	3.4	51	43.2
	   High    21+	6	5.1	11	9.3	3	2.5	2	1.7 	22	18.7
 	   Total	34	28.8	51	43.2	26	22.0	7	6.0	118	100
Mufindi		Low    0 - 10	13	11.4	3	2.2	6	5.6	9	7.9	31	27.2
		Average 11- 20	23	20.2	8	7.0	4	3.5	3	2.6	38	33.3
		High    21+  	12	10.5	14	12.3	7	6.1	12	10.5	45	39.5
		Total	48	42.1	25	21.9	17	14.9	24	21.0	114	100
Source: Field Data 2012

In addition, the findings in Table 4.22 show that less than 10 percent of the youth in all age groups had high decision making ability in Mbulu.  The results indicate further that 10 percent of the youth aged between the ages of 15-20, 21- 25 and 31-35 years had high ability in making decision about HIV and AIDS prevention and sexual behaviour in Mufindi.    
4.7.2.3 Decision Making Ability Among the Youth by Marital Status 
The study findings show that unmarried youth in Mufindi had higher ability in making decision for HIV and AIDS prevention than was the case with unmarried youth in Mbulu.  Data in Table 4.23 show the results. 

Table 4.23:  Decision Making Ability Among the Youth by Marital Status      
DecisionMaking Index Groups	                                   Marital status	
	Marriedliving with spouse	Married, spouse lives elsewhere	Not married,  but living with a partner	Not married	Widowed	Total
Mbulu	n	%	n	%	n	%	n	%	n	%	N	%





Low	   0-10	5	4.4	2	1.8	7	6.1	17	14.9	2	1.8	33	29.0
Average 	11-20	4	3.5	2	1.8	7	6.1	24	21.1	1	0.9	38	33.3
High       21+	14	12.3	3	2.6	2	1.8	23	20.2	1	0.9 	43	37.7
Total	23	20.2	7	6.1	16	14.0	64	56.1	4	3.5	114	100
Source: Field Data 2012.    

Furthermore, the results in Table 4.23 show that unmarried youth in Mbulu who had low ability in making decision regarding HIV and AIDS prevention were twice as much than the youth of the same category in Mufindi.  

4.7.2.4 Decision Making Ability Among the Youth by Education Level  
The study sought further to determine decision making ability among the youth by the highest level of education as indicated in Table 4.24.  
Table 4.24: Decision Making Ability Among the Youth by Education Level
	                          Highest level of education	
 Index Groups	Primary 	Secondary	  High school  	Diploma	Graduate 	Total
Mbulu	n	%	n	%	n	%	n	%	n	%	N	%









Source: Field Data 2012.     
     
The results in Table 4.24 revealed that the youth who had primary education in the two districts had lower decision making ability on issues related to HIV and AIDS prevention than was the case with the youth in other education levels. Equally important, the youth who had secondary education in Mufindi had decision making ability on HIV and AIDS prevention twice as much than was the case with the youth in Mbulu district. 

4.7.2.5 Decision Making Ability Among the Youth by Occupation 
The findings show that less than 10 percent of farmers among the youth in Mbulu had high ability in decision making on HIV and AIDS prevention and sexual behaviour. In addition, more than 10 percent of the youth with the same occupation had that ability in Mufindi.  Data in Table 4.25 show the results.  
Table 4.25:  Decision Making Ability among the Youth by Occupation 
	Farmer	Petty Business 	Teacher	                                  Nurse	 Student	Tour guide	House girl	Guard	Total 
Mbulu	n	%	n	%	n	%	n	%	n	%	n	%	n	%	n	%	N	%
L	 0-10	15	12.7	12	10.2	0	0.0	0	0.0	13	11.0	0	0.0	1	0.8	0	0	41  34.7
A  11 - 20	26	22.0	5	4.2	2	1.7	0	0.0	19	16.1	0	0.0	0	0.0 	0	0	52   44.1
H    21+	10	8.5	6	5.1	3	2.5	1	0.8	4	3.4	1	0.8	0	0.0	0	0	25   21.2
Total	51	43.2	23	19.5	5	4.2	1	0.8	36	30.5	1	0.8	1	0.8 	0	0	118  100
Mufindi									
L    0 - 10	13	11.4	10	8.8	1	0.9  	0	0.0	5	4.4	0	0	0	0	0   0	29   25.4
A  11 - 20	17	14.9	7	6.1	2	1.8	1	0.9 	12	10.5	0	0	0	0	0   0	39   34.2
H  21+ 	16	14.0	14	12.3	3	2.6	2	1.8	10	8.8	0	0	0	0	1  0.9	46  40.4
Total	46	40.4	31	27.2	6	5.3	3	2.6	27	23.7	0	0	0	0	1  0.9	114  100
L -Low, A - Average, H - High
Source: Field Data 2012.     

The results in Table 4.25 reveal further that students in Mufindi had high decision making ability compared to students in Mbulu.  It was noted that students who had high decision making ability in Mufindi were twice as much of students in Mbulu.  

4.7.2.6 Decision Making Ability among the Youth by Religion  
The results show that Roman Catholic youth who had high ability in decision making on HIV and AIDS prevention and sexual behaviour in Mufindi were twice the number of youth in the same religion in Mbulu.  The results in Table 4.26 also reveal that Roman Catholic youth in the two study areas had higher ability in decision making on HIV and AIDS prevention and sexual behaviour than was the case with the youth in other religious affiliations.  Data in Table 4.26 give the details.

Table 4.26:  Decision Making Ability among the Youth by Religion 
	RC 	Lutheran	Moslem	Pentecost	 AIC	Total
Mbulu	n	%	n	%	n	%	n	%	n	%	N	%
Low	 0 -10	26	22.0	8	6.8	7	5.9	4	3.4	 0	0	45	38.1
Average	11-20	31	26.3	13	11.0	4	3.4	4	3.4	 0	0	52	44.1
High     21+	9	7.6	5	4.2	6	5.1	1	0.8 	 0	0	21	17.8
Total	66	55.9	26	22.0	17	14.4	9	7.6	 0	0	118	100
Mufindi						
Low    0 - 10 	15	13.2	11	9.6	4	3.5	1	0.9	2	1.8	33	29.0
Average 11-20	 	21	18.4	6	5.3	6	5.3	5	4.4	0	0.0	38	33.3
High	21+   	21	18.4	6	5.3	4	3.5 	7	6.1	5	4.4	43	37.7
Total	57	50.0	23	20.2	14	12.3	13	11.4	7	6.1	114	100
Source: Field Data 2012.


4.7.2.7 Factors that Contributed to Informed Decisions for HIV and AIDS Prevention Among Youth
The results obtained through Focus Group Discussion revealed that the youth rarely think of the outcome of their decision about their sexual behaviour and they rarely make such decision on the sport. A male youth aged 27 in Mbulu had the following to say:- 
“It is not easy to think about the outcome of the decision regarding sexual behaviour and HIV prevention and I rarely make decision on the sport.” 
The results obtained through Focus Group Discussion with the youth in the two districts also reveal that the youth do not involve their fellow youth in making decision regarding HIV prevention.  Also the youth do not obtain enough information before making such decisions.  A female youth aged 25 had this to say:-
“It is difficult to obtain a lot of information regarding HIV prevention before making a decision and I had never discussed with another youth regarding my sexual behaviour and HIV prevention”.   

In addition, decision making ability among the youth was reported to be affected by alcoholism behaviour and it therefore compromised their ability to take preventive measures against the risks of contracting HIV which causes AIDS.  A male youth aged 33 in Mufindi reported the following-
“I do not use any preventive measures after drinking alcohol because it is difficult to remember and I sometimes ignore it” 

It can therefore be stated that the youth had inadequate decision making ability after consuming alcohol.  According to Miller and Byrnes (2001), decision making requires making a choice among competing courses of action and often occurs under conditions of uncertainty.  Therefore unimpaired thinking and adequate information are important for effective decision making.  

4.8 Determining Youth Self awareness in HIV and AIDS Prevention 
Objective three required to determine self awareness on HIV and AIDS prevention and sexual behaviour among the youth.  In order to accomplish this objective, the study used descriptive statistics to assess this aspect and present the results in frequency and percentages.  The study used ten (10) items in a five point likert scale.  The scale ranged from strongly agree (5), agree (4) Uncertain (3), disagree (2) and strongly disagree (1).  In order to explain clearly self awareness among the youth, the study grouped youth responses into two categories: agree and disagree.  Therefore strongly agree and agree were regarded as agree and strongly disagree, disagree and uncertain were all regarded as disagree.  Data in Table 4.27 give the results obtained in Mbulu.   

Table 4.27: Self Awareness on HIV and AIDS Prevention in Mbulu in Frequency and Percentages   (N=118) 
Youth self awareness	Agree	Disagree
I fully understand and accept myself	n	%	n	%
	106	89.8	12	10.2
I am satisfied with my general behaviour	105	89.0	13	11.0
I consider myself to be a responsible person	108	91.5	10	8.5
I am open about myself to others	100	84.7	18	15.3
My behaviour is influenced by my friends	 30	25.4	88	74.6
Changing my behaviour requires my own willingness	105	89.0	13	11.0
I have the ability to protect myself from HIV and AIDS infection	107	90.7	11	9.3
I would be infected if I had unprotected sex	104	88.1	14	11.9
I now practice safe sex	  97	82.2	21	17.8
I can convince my friends to reduce risky behaviours	102	87.2	15	12.8      
Source: Field Data 2012

The results in Table 4.27 show that more than three quarters of the youth in Mbulu understand and accept themselves and were satisfied with their general behaviour.  They also considered themselves to be responsible and they were open about themselves to others.  Furthermore, the same number of youth also had awareness that behaviour change requires willingness and they had the ability to protect themselves against HIV and AIDS infection.  Moreover, the youth had awareness that they can be infected if they had unprotected sex.  These results reveal that the youth had self awareness on HIV and AIDS prevention.  However, it was found that the behaviour of about a quarter of the youth was influenced by their friends.  

Consistent with the results obtained in Mbulu, the youth in Mufindi also showed that they had self awareness as indicated in Table 4.28.

Table 4.28: Self Awareness on HIV and AIDS Prevention in Mufindi in Frequency and Percentages. (N=118) 
Youth self awareness	Agree	Disagree
	n	%	  n	%
I fully understand and accept myself	108	95.0	   6	5.0
I am satisfied with my general behaviour	108	95.0	   6	5.0
I consider myself to be a responsible person	103	90.4	  11	9.6
I am open about myself to others	73	64.0	  41	36.0
My behaviour is influenced by my friends	 31	27.2	  83	72.8
Changing my behaviour requires my own willingness	 99	86.8	 15	13.2
I have the ability to protect myself from HIV and AIDS infection	 102	89.5	 12	10.5
I would be infected if I had unprotected sex	 95	84.0	 19	16.0
I now practice safe sex	 86	75.4	 28	24.6
I can convince my friends to reduce risky behaviours	 104	91.2 	10	1.8
Source: Field Data 2012

The results in Table 4.28 show that more than three quarters of the youth understand and accept themselves and were satisfied with their general behaviour.  They also considered themselves to be responsible and had awareness that behaviour change requires their own willingness.  Equally important, the same number of youth also had ability to protect myself from HIV and AIDS infection and they had awareness that they can be infected if they had unprotected sex.  Moreover more than a half of youth appeared to be open about themselves to others.  These results suggest that youth had self awareness on HIV and AIDS prevention.  However, the behaviour of about a quarter of youth was influenced by their friends.  

4.8.1  Mean Scores for Self Awareness Among the Youth on HIV and AIDS Prevention 
The study used descriptive statistics to determine the mean scores for self awareness   on HIV prevention among male and female youth in the two study areas.  Furthermore, in order to accomplish this purpose ten (10) items that measured self awareness among the youth were computed into a single variable (TSELFAW). Therefore, the variable TSELFAW was used to determine the mean score for self awareness among the youth. The internal consistency of the items in a scale had a cronbanch alpha coefficient of 0.798 which was acceptable (George & Mallery 2003).  

The findings in Table 4.29 show that the mean scores obtained were slightly higher among male and female youth in Mbulu than was the case with male and female youth in Mufindi.  Data in Table 4.29 present the results. Furthermore, the mean scores obtained among male and female youth in the two study areas reveal that the level of self awareness was high with a maximum score of 50 in both Mbulu and Mufindi districts.  It can therefore be argued that the level of self awareness with regard to HIV and AIDS prevention was high among the youth in the two study areas.  
Table 4.29: Mean Scores in Self Awareness for HIV and AIDS Prevention Among   the Youth by Sex
                          	                                           
                                     Mbulu                                          Mufindi
	Mean	Std. Dev	Min	Max	Mean	  Std. Dev 	 Min	Max
Male	42.07	5.98	25.0	50.0	40.56	    4.58	  24	 50
Female	42.28	6.41	13	50.0	40.29	    5.58	 28	 50
Source: Field Data 2012.

4.8.2  Mean Self awareness in HIV and AIDS Prevention in the Study Areas  
The study through descriptive statistics examined further the mean self awareness in each study area.  In addition, the study examined the means using an independent sample t test.  Table 4.30 show the results and Appendix 1 summarizes the results for an independent sample t test.


Table 4.30: Mean Self Awareness on HIV and AIDS Prevention in Study Areas 
	Mean  	Std Dev   	min	max
Mbulu(N=118)Mufindi(N=114)	42.17940.423	6.1825.096	13.024.0	50.050.0
Source: Field Data 2012.

The results in Table 4.30 reveal that self awareness was high among the youth in the two study areas.  However the minimum score obtained among the youth in Mbulu was lower than was the case with the youth in Mufindi.  Furthermore, an independent sample t test reveals that there was a statistically significant difference between the youth in Mbulu and Mufindi regarding self awareness on HIV and AIDS prevention (t=2.334, df =226, p value< 0.021).   
4.8.3 Self Awareness by Demographic and Socio Economic Background Characteristics 
The study used univariate analysis to investigate self awareness by demographic background characteristics such as age, sex and marital status. Furthermore, socio economic characteristics such as education level, youth occupation and religious affiliation were examined.  In order to accomplish this purpose, an index for youth self awareness which was developed (Section 3.7.2) was used against background characteristics.  The internal consistency for all variables used in the index had a Cronbach alpha coefficient of 0.798, which was acceptable (George & Mallery 2003).  The index groups were categorized as low ability when the scores ranged from 0 to 24, average when the scores ranged from 25 to 34 and high when the scores ranged from 35 and above.  

4.8.3.1 Self awareness Among the Youth by Sex 
The study findings showed that the youth who had high self awareness in Mbulu were twice as much as that of the youth in the same category in Mufindi.  Data in Table 4.31 show the results.

Table 4.31: Youth Self awareness on HIV and AIDS Prevention by Sex
District	Self awareness Index	Female	Male	Total
Mbulu		 n	  %	n	%	N	  %
	Low         0 - 24	13	11.0	16	13.6	29	24.6
	Average 25 - 34	22	18.6	14	11.9	36	30.5
	High    35+  	25	21.2	28	23.7	53	44.9
	Total	60	50.8	58	49.2	118	100
					
Mufindi	Low         0 - 24	24	21.0	23	20.2	47	41.2
Average 25 - 34	26	22.8	20	17.5	46	40.4
High      35+  	10	8.8	11	9.6	21	18.4
	Total	60	52.6	54	47.4	114	100
 Source: Field Data 2012
Furthermore, while 21.2 percent of female youth in Mbulu had high self awareness, less than 10 percent of female youth in Mufindi had the same ability.  The same trend was observed where male youth in Mbulu had higher self awareness than that of the youth in Mufindi.

4.8.3.2 Self Awareness Among the Youth on HIV and AIDS Prevention by Age 
The findings reveal that the youth aged between 15 and 20 years and with low self awareness ability in Mufindi were twice as much as the youth of the same age in Mbulu.  The results in Table 4.32 give the details.

Table 4.32:  Self Awareness Among the Youth on HIV and AIDS Prevention by Age  
District	Index   Groups	Age of Respondents	
		15-20	21-25	26-30	31-35	TOTAL
		n	%	n	%	n	%	n	%	N	%
Mbulu	                          Low     0 - 24	11	9.3	12	10.2	4	3.4	2	1.7	29	24.6
	Average 25 - 34	11	9.3	15	12.7	8	6.8	1	0.9	35	29.7
	High      35+  	12	10.2	24	20.3	14	11.9	4	3.4	54	45.7
 	Total	34	28.8	51	43.2	26	22.1	7	5.9	118	100
Mufindi	Low      0  - 24	28	24.6	 6	5.3	5	4.7	5	4.4	44	38.6
	Average 25 - 34	16	14.0	10	8.8	4	3.5	12	10.5	42	36.8
	High      35+  	4	3.5	9	7.9	8	7.0	7	6.1	28	24.6
 	 Total	48	42.1	25	21.9	17	14.9	24	21	114	100
Source: Field Data 2012	 

The results in Table 4.32 show further that the youth aged between 21 and 25 years and with low self awareness ability in Mbulu were twice as much as the youth of the same age in Mufindi.  Equally important, the youth aged between15-20 and 21-25 in Mbulu appeared to have higher self awareness than the case with the youth of the same age in Mufindi.   

4.8.3.3 Self Awareness Among the Youth on HIV and AIDS Prevention by Marital Status
The study findings show that more than 10 percent of the unmarried youth in Mbulu had low self awareness ability on HIV and AIDS prevention.  Data in Table 4.33 give the results.

Table 4.33: Youth Self Awareness on HIV and AIDS Prevention by Marital Status
Self awareness Index Groups	Marriedliving with spouse	Married spouse lives elsewhere	Not married  living with partner	Not married	Widowed	Total
Mbulu	 n	%	n	%	n	%	n	%	n	%	N	%
Low	    0-24	4	3.4	1	0.9	3	2.5	21	17.8	0	0	29	24.6
Average 25-34	4	3.4	0	0.0	0	0.0	32	27.1	 		36	30.5
High   35+	10	8.5	0	0.0	7	5.9	36	30.5	0	0	53	44.9
Total	18	15.2	1	0.9	10	8.5	89	75.4	0	0	118	100
Mufindi							
Low	   0-24	8	7.0	1	0.9	5	4.4	31	27.2	2	1.8	47	41.2
Average 	25-34	7	6.1	3	2.6	8	7.0	24	21.1	2	1.8	44	38.6
High       35+	8	7.0	3	2.6	3	2.6	9	7.9	0	0 .0	23	20.2
Total	23	20.1	7	6.1	16	14.0	64    	56.2	4	3.6	114	100 
Source: Field Data 2012


The results in Table 4.33 show that one third of the unmarried youth in Mbulu had high self awareness, while less than ten percent of the unmarried youth had that ability in Mufindi.  The study suggests that youth differed in self awareness on HIV and AIDS prevention by their marital status.   
4.8.3.4 Self Awareness Among the Youth on HIV and AIDS Prevention by Education Level  
The results show that a quarter of the youth with primary school education in Mufindi had low self awareness on HIV and AIDS prevention.  Table 4.34 give the details.

Table  4.34: Self awareness Among the Youth by Education Level
	                          Highest level of education	
Self awareness Index Groups	Primary School 	Secondary school	  High school  	Diploma	Graduate  	Total
MbuluLow	   0-10	n	%	n	%	n	%	n	%	n	%	 N     	%
	25	21.2	22	18.6	2	1.7	0	0.0	0	0.0	49	41.5








 Source: Field Data 2012

The results in Table 4.34 reveal that the tendency of having low self awareness   among the youth on HIV and AIDS prevention tended to decrease as the level of education attained increased.  The study findings therefore suggest that education level had links with youth self awareness on HIV and AIDS prevention.  

4.8.3.5 Self Awareness Among the Youth on HIV and AIDS Prevention by Occupation 




Table 4.35: Self awareness Among the Youth on HIV and AIDS Prevention by Occupation
	Mbulu			               					




H	10	8.5	7	5.9	2	1.7	1	.9 	19	16	1	.9 	0	.0 	0 	.0	40	33.9




H	7	6.1	7	6.1	2	1.8 	2	1.8 	  7	6.1	0	0	0	0	0	.0	25	20.0
 T	46	40.3	31	27.1	6	4.4	3	2.7	27	23.6	0	0	0	0	1	.9	114	100
L-Low – 0-24, A – Average 25-34, H –High 35+, T –Total.
Source: Field Data 2012





4.8.3.6 Self awareness   Among the Youth by Religion  
The study revealed that Roman Catholic among the youth appeared to have high self awareness ability on HIV and AIDS prevention in Mbulu as opposed to the youth in other religious groups.  Table 4.36 show the results.










Low	       0 - 24 	22	19.3	10	8.8	7	6.1	5	4.3	3	2.6	47	41.2
Average  25 -34	 	22	19.3	11	9.6	3	2.6	4	3.5	4	3.5	44	38.6
High	 35+   	13	11.4	2	1.8	4	3.5	4	3.5	0	0.0	23	20.2
Total	57	50	23	20.4	14	12.2	13	11.3	7	6.1	114	100
Source: Field Data 2012.

Consistent with the results obtained in Mbulu, Roman Catholic youth in Mufindi also appeared to have high self awareness on HIV and AIDS prevention as opposed to the youth in other religious groups.  However, it can be argued that the observed findings might have attributed to the fact that Roman Catholic was the dominant religious group in the two study areas.  

4.8.3.7 Limiting Factors for Self awareness on HIV and AIDS Prevention Among the Youth
The results obtained through focus group discussion with the youth reveal that the youth were aware of themselves and knew their roles as youth.  The youth were also aware that they can be infected if they had unprotected sex.  However, not all of the youth were happy about their behaviour.  A male youth aged 24 in Mufindi had this to say:-
“We are not open to our fellow youth, and our behaviour is influenced by our fellow youth who had undesirable behaviours.

The results suggest that despite being self aware some weaknesses such as peer pressure, undesirable behaviours, and lack of openness among the youth themselves with regard to HIV prevention were observed among the youth.  The youth further revealed that their behaviour was influenced by their fellow youth for example they reported that they (the youth) were lured into friendships with fellow youth, (both boys and girls), consumption of alcohol, smoking cigarette and drug abuse.  A female youth in Mbulu 30 had this to say:- 
“I started drinking alcohol and dating boyfriends after being influenced by my friend, who also had a boyfriend” 

The youth also reported that they were aware that they could be infected if they had had unprotected sex. A male youth aged 26 years in Mbulu said the following:- 
“I know that I can be infected if I have unprotected sex, but sometimes it happens that I do not have condoms when I want to have sex….”

These results also show that the youth do not take any prevention measures prior to having sex, a situation which is likely to increase risk of being infected with HIV which causes AIDS. 
4.9 Social Support for HIV and AIDS Prevention Among the  Youth
Objective four required to determine social support provided to the youth in order to help them protect themselves against HIV and AIDS infection.  In order to accomplish this objective, the study used descriptive statistics to assess social support provided to the youth using frequency and percentages.  The study used 16 questions to measure social support provided to the youth with regard to HIV and AIDS prevention.  The respondents had to answer ‘Yes’ if they had support and ‘No’ if they did not have any support.  The coding was 1 if the response is ‘Yes’ and 0 if the response is ‘No’.  

The findings revealed that while a half of the youth in Mufindi were usually living with a farther, the same number of youth in Mbulu was usually living with a mother during the time of this study.  In addition, three quarters of the youth in Mbulu talked with one or both parents and an adult about sexual transmitted infections whereas a half of the youth in Mufindi did the same.  Furthermore, more than a half of the youth in Mbulu talked with one or both parents or an adult on how to say no to sex and on how to use safe sex practice.  It was noted in this study that less than a half of the youth did the same in Mufindi.  

The results showed that the youth in the two study areas rarely had information on what parents think about unmarried youth having sex and what their friends think about sex.  The youth also rarely had the opportunity of talking and asking questions about sex and the reasons for not having sex at an early age. The results also showed that the youth in the two study areas rarely had information on what parents think about unmarried youth having sex and what their friends think about sex.  The youth also rarely had the opportunity of talking and asking questions about sex and the reasons for not having sex at an early age.  Table 4.37 gives the results in frequency and percentage.

Table 4.37:  Social Support for HIV and AIDS Prevention among Youth
Social support for youth		Mbulu(118)	Mufindi(114)	Total(232)
		n	%	n	%	N	%
Lives with  father usually	  Yes	50	42.4	61	53.4	111	47.8
Lives with    mother usually    	  Yes	62	52.5	37	32.5	99	42.7 
Talked with one or both   parents or an adult about sexual transmitted infections.	  Yes	77	65.3	58	50.9	135	58.2
Talked with one or both parents or an adult on how to say no to sex.	  Yes	60	50.8	49	42.9	109	46.9
Talked with one or both parents or an adult on how to prevent AIDS. 	  Yes	78	66.1	76	66.7	154	66.4
Talked with one or both parents or an adult on how to use safe sex practice. 	  Yes	61	51.7	50	43.9	111	47.8
Talked with one or both parents or an adult on what is right and wrong in sexual behaviour. 	  Yes	46	38.9	34	29.8	80	34.5
Talked with one or both   parents or an adult on what parents think about unmarried youth having sex	  Yes	45	38.1	34	29.8	79	34.1
Talked with one or both   parents or an adult on what friends think about sex 	  Yes   	45	 38.1	35	30.7	80	34.5
Talked with one or both   parents or an adult  on questions about sex 	 Yes   	45	38.1	27	23.7	72	31.0
Talked with one or both  parents or an adult on reasons for not having  sex at an early age 	  Yes	38	32.2	28	24.6	66	28.4
Had support among friends to wait until marriage before having sexual intercourse. 	  Yes	92	77.9	86	75.4	178	76.7
Unmarried girls in the community encourage other girls not to have sex with boys or older men. 	  Yes	65	55.1	82	 71.9	147	63.4
Unmarried boys in the community encourage other boys not to have sex with girls or older women. 	 Yes	60	50.8	75	 65.8	135	58.2
Had support from youth organisations that provide reproductive health information to youth. 	 Yes	65	55.1	49	42.9	114	49.1
Parents are supportive of youth decisions. 	 Yes	72	61.0	60	52.6	132	56.9
Source: Field Data 2012
The results in Table 4.37 revealed further that the support which the youth obtain from youth organisations that provide reproductive health information to the youth was inadequate since only a half of the youth in the Mbulu had received that support whereas less than a half of the youth in Mufindi had received that support.  Furthermore, parents’ support to the youth in making decisions in the two study area appeared to be moderate, since a half of the youth reported to have obtained that support from their parents.

4.9. 1  Mean Scores for Social Support for HIV and AIDS Prevention Among the Youth by Sex
The study used descriptive statistics to determine the mean scores for social support on HIV and AIDS prevention among male and female youth in the two study areas.  In order to accomplish this task first, sixteen (16) variables measuring youth social support were computed into a single variable for total social support which was abbreviated as TSOCIALSUP.  Secondly, the variable TSOCIALSUP was used to determine the mean score for social support among male and female youth.  Cronbach alpha coefficient for all variables used to measure the youth social support was 0.721, which was acceptable (George & Mallery, 2003). Table 4.38 presents the results.

Table 4.38:  Mean Scores for Social Support for HIV and AIDS Prevention among the Youth by Sex	




Source: Field data 2012
The results in Table 4.38 show that male youth in the two study areas had more support for HIV and AIDS prevention as opposed to female youth.  The mean score was 8.944 and 7.489 in Mbulu and Mufindi respectively.  Female youth in the two study areas appeared to be disadvantaged with regards to the social support provided to them for HIV and AIDS prevention as opposed to male youth.  The mean scores for the social support provided for HIV and AIDS prevention were 8.709 and 7.185 in Mbulu and Mufindi respectively. These results suggest that among other reasons, inadequate social support for HIV and AIDS prevention among female youth was a contributing factor to female youth vulnerability to HIV and AIDS infection. 

4.9. 2 Mean Scores for Social Support for HIV and AIDS Prevention Among                the Youth in the Study Areas
The study used descriptive statistics to determine the mean scores for social support on HIV and AIDS prevention given to the youth in each study area.  Equally important, independent sample t test was used to compare the mean scores for social support in the two study areas as summarized in Appendix 1.  Data in Table 4.39 presents the results.     

Table 4.39: Mean Scores for Social Support for HIV and AIDS Prevention given to the youth in the Study Areas
MeanSocial support	Mbulu(n=118)	Mufindi(n=114)	
	Mean  	Std Dev   	min	max	Mean	Std Dev	min	max
 	8.825	3.527	1.0	16.0	7.267	3.026	1.0	14.0
Source: Field data 2012
The results show that the mean social support was more than a half of the maximum score in each study.  These results suggest that the youth had average social support on HIV and AIDS prevention in the two study areas.  However, an independent sample t test in Appendix 1 reveals a statistically significant difference between the youth in Mbulu and Mufindi in relation to social support for HIV and AIDS prevention provided to them on (t=3.158, df =208, p value 0.002).   

4.9.3 Social Support for HIV and AIDS Prevention by Demographic and Socio         Economic Background Characteristics  
The study used univariate analysis to investigate social support extended to the youth by demographic characteristics such as age, sex, marital status. Furthermore, Social support was examined by socio economic characteristics such as education level, occupation of youth and religious affiliation.  In order to achieve this objective an index for the youth social support was used (Section 3.7.2).  The variable computed from the summation of all variables measuring youth social support (TSOCIALSUP) was used to determine the index for social support to the youth.  Then, the index was used against background characteristics. Cronbach alpha coefficient for the variables used in the index was 0.721, which was acceptable (George & Mallery, 2003).  The social support index was considered as low when the scores ranged from 0 – 6, moderate when the scores ranged from 7 - 10, and high when the scores ranged from 11 -16.    

4.9.3.1 Social Support for HIV and AIDS Prevention by Sex  
The study established that male youth had higher social support for HIV and AIDS prevention than was the case with female youth.  The findings show that male youth appeared to have higher social support regarding HIV and AIDS prevention than was the case with their female counterparts in the two study areas.  The results suggest that female youth had inadequate social support as opposed to male youth in the two study areas.  Table 4.40 presents the results.

Table 4.40: Social Support for HIV and AIDS Prevention by Sex  
District	Social support Index Groups	Female	Male	Total
Mbulu     Mbulu              		n	%	n	%	N	%
	Low         0 - 6	19	16.1	13	11	32	27.2
 	Moderate 7- 10	24	20.3	19	16.1	43	36.4
 	High      11-16	17	14.4	26	22	43	36.4
	Total	60	50.8	58	49.2	118	100
Mufindi	Low          0 - 6	26	22.8	21	18.4	47	41.2
 	Moderate  7- 10	22	19.3	19	16.7	41	36.0
 	High       11-16  	12	10.5	14	12.3	26	22.8
	Total	60	52.6	54	47.4	114	100
Source: Field data 2012

The results in Table 4.40 also revealed that gender is a key variable for the risks of HIV and AIDS infection.  Other studies have also found the contribution of gender to the risks of HIV and AIDS infection, and that female youth were found to be at higher risk of becoming infected than were males.  According to Burgard and Lee‐Rife (2008), young women are particularly at high risk for becoming infected because gendered power relations limit women making appropriate choices about when to get initiated into sexual activity and the use of condoms and to obtain and share information.  Therefore, consistent with previous studies, gender continued to be a key aspect of the risk of HIV and AIDS infection.
4.9.3.2 Social Support for HIV and AIDS Prevention among the Youth by Age 
The findings reveal that there were differences on the social support provided to the youth according to age in the study areas.  Table 4.41 presents the results. 

Table 4.41: Social Support for HIV and AIDS Prevention Among the Youth by Age     
 District	 Social support Index   groups	Age of Respondents	Total
		15-20	21-25	26-30	31-35	
Mbulu		n	%	n	%	n	%	n	%	N	%
	Low         0 - 6	11	9.3	15	12.7	5	4.2	1	0.8	32	27.1
		Moderate 7-10	17	14.4	21	17.8	5	4.2	1	0.8	44	37.3
	High      11-16	6	5.0	15	12.7	16	13.6	5	4.2	42	35.6
 	Total	34	28.7	51	43.2	26	22	7	5.8	118	100
Mufindi	Low        0 - 6	23	20.2	4	3.5	5	4.4	11	9.4	43	37.7
	Moderate 7-10	18	15.8	13	11.4	4	3.5	5	4.4	40	35.1
	High      11-16	7	6.1	8	7.0	8	7.0	8	7.0	31	27.2
 	 Total	48	42.1	25	21.9	17	14.9	24	20.8	114	100
Source: Field Data 2012

The results show that 10 percent of the youth aged between 21and 25 and between 26-30 had high social support for HIV and AIDS prevention in Mbulu, whereas less than 10 percent of the youth of the same age had that level of social support on HIV and AIDS prevention in Mufindi.  Equally important, the youth aged between15-20 years in Mufindi were twice the number of the youth of the same age in Mbulu who had low social support for HIV and AIDS prevention.
 
4.9.3.3 Social Support for HIV and AIDS Prevention by Marital Status 
The study reveals that unmarried youth had low social support for HIV and AIDS prevention in the two study areas as opposed to the youth in other categories as indicated in Table 4.42.
Table 4.42:  Social Support for HIV and AIDS Prevention by Marital Status of                      the Youth
Social support	Marital status	
	Married,living with spouse	Married, spouse lives elsewhere	Not married,  but living with a partner	Not married	Widowed	Total
Mbulu	 n	%	n	%	n	%	n	%	n	%	N	%
Low	     0 - 6	  3	2.5	0	.0	3	2.5	 32	27.1	0	.0	38	32.2
Moderate 7 -10	  5	4.2	0	.0	2	1.7	 33	27.9	0	.0	40	33.9
High        11-16	10	8.5	1	.8   	5	4.2	 24	20.3	0	.0	40	33.9
Total	18    	15.2	1	.8   	10	8.4	89	75.3	0	.0	118	100
Mufindi						
Low	     0 - 6	7	6.1	3	2.6	9	7.9	25	21.9	1	0.9	45	39.5
Moderate 	7-10	7	6.1	3	2.6	5	4.4	26	22.8	1	0.9	42	36.8
High       11- 16 	9	7.9	1	0.9 	2	1.8	13	11.4	2	1.8	27	23.7
Total	23	20.1	7	6.1	16	14.1	64	56.1	4	3.6	114	100
Source: Field Data 2012.   

The results in Table 4.42 show that while more than a quarter of unmarried youth had low social support for HIV and AIDS prevention in Mbulu, less than a quarter of the youth in the same category had low social support for HIV and AIDS prevention in Mufindi.  Furthermore, the unmarried youth in the two areas appeared to have had high social support when compared to the youth in other categories.   
 
4.9.3.4 Social Support for HIV and AIDS Prevention by Education Level 
 The study sought further to determine the social support provided to the youth for HIV and AIDS prevention by the highest level of education attained by the youth as indicated in Table 4.43.
       


Table 4.43: Social Support for HIV and AIDS Prevention by Education                              Level of the Youth
                        	                          Highest level of education	
Social support Categories	Primary  	Secondary	  High school  	Diploma	Graduate 	Total
Mbulu	n	%	n	%	n	%	n	%	n	%	N	%
Low	     0 - 6	17	14.4	10	8.5	3	2.5	1	0.8 	1	0.8	32	27.1
Moderate 7 -10	22	18.6	18	15.3	5	4.2	1	0.8	1	0.8	47	39.8
High       11 -16	15	12.7	20	16.9	2	1.7	1	0.8	1	0.8	39	33.1
 Total	54	45.7	48	40.7	10	8.4	3	2.4	3	2.4	118	100
Mufindi						
Low	    0 - 6	26	25.7	15	13.2	1	0.9	0	0.0	0	0.0	42	36.8
Moderate 7 -10	24	21.1	13	11.4	2	1.8	3	2.6	1	0.9	35	30.7
High      11  -16	10	8.8	11	9.6	2	1.8	3	2.6	3	2.6	37	32.5
Total	60	55.6	39	34.2	5	4.5	6	5.2	4	3.5	114	100
 Source: Field Data 2012

The results in Table 4.43 revealed that while a quarter of the youth with primary school education had low social support for HIV and AIDS prevention in Mufindi,  only ten percent of the youth in the same category had low social support on HIV and AIDS prevention in Mbulu.  Furthermore, it was noted that the youth who had high level of education such as high school, diploma and graduate in Mbulu tended to have low social support on HIV and AIDS prevention when compared to the youth with the same level of education in Mufindi.  

4.9.3.5   Social Support for HIV and AIDS Prevention by Occupation  




Table  4.44: Social Support for HIV and AIDS Prevention by Occupation  
	Mbulu			                 	 				
	Farmer	Petty Business 	Teacher	      Nurse	Student	Tour guide	House girl	Guard	Total
	n	%	n	%	n	%	n	%	n	%	n	%	n	%	n	%	N	%







H 	9	7.8	8	7.0	1	.9	2	1.8	6	5.3   	0	0	0 	0	1	.9	27	23.7
T	46	40.2	31	27.2	6	5.3	3	2.7	27	24.3	0	0	0	0	1	.9	114	100
Note:   L – Low -0 - 6, M- Moderate – 7-10, H-High – 11-16, T - Total
Source: Field Data 2012





4.9.3.6  Social Support for HIV and AIDS Prevention by Religion
The study findings show that about a quarter of the Roman Catholic youth in Mbulu had moderate support for HIV and AIDS prevention.  Table 4.45 presents the details.

Table 4.45:  Social Support for HIV and AIDS Prevention by Religion 
	RC 	Lutheran	Moslem	Pentecost	AIC	Total
Mbulu	n	%	n	%	n	%	n	%	n	%	N	%
Low	   0 - 6	17	14.4	4	3.4	5	4.2	6	5.1	0	0	32	27.1
Average	 7 - 10	27	22.9	12	10.1	5	4.2	2	1.7	0	0	46	38.9
High  11 - 	16   	22	18.6	10	8.5	7	5.9	1	0.8	0	0	40	34.0
Total	66	55.9	26	22.0	17	14.3	9	7.6	0	0	118	100
Mufindi						
Low	    0 - 6 	22	19.3	11	9.6	5	4.4	5	4.4	2	1.6	45	49.5
Average  7 - 10	24	21.1	8	7.0	5	4.4	7	6.1	3	2.6	47	41.2
High	 11 - 16  	11	9.6	4	3.5	4	3.5	1	0.9	2	1.6	22	19.3
Total	57	50.0	23	20.1	14	12.3	13	11.4	7	5.8	114	100
Source: Field Data 2012

The study findings show that the youth in Roman Catholic and Lutheran religious groups in Mbulu had twice as much high social support for HIV and AIDS prevention compared to the youth in the same religions affiliations in Mufindi.  

4.9.4    Factors Contributing to Inadequate Social Support for HIV Prevention Among the Youth
The results obtained through Focus Group Discussion with the youth supported the results obtained from the youth through the questionnaire.  The results reveal that the youth had inadequate social support for HIV and AIDS prevention.  Focus Group Discussion with the youth showed that there were no any youth organizations that specifically provided reproductive health information to the youth in the two study areas.  The youth reported that reproductive health services which were available were for all the people and were mainly obtained from government hospitals and health centres.

Regarding as to whether or not the services were user friendly to the youth, the youth reported not have been reluctant in seeking for reproductive health services because the services were provided by adults and sometimes, it was their parents or friends to parents who provided the services as nurses or doctors. The youth were of the opinion that the services should be user friendly to the youth so that the youth could get the services freely.
A male youth aged 30 yrs in Mbulu had this to say:
“If the services are user friendly to the youth many of us will show up without any problems”.

Furthermore the study was informed that reproductive health information and services were provided at the PMTC however, the place was found to be crowded with women attending clinic and other adults obtaining health services.  This verified the results obtained from the youth through FGD that the services were not user friendly to the youth.  Similar findings were reported by other studies which reveal that young people often have inadequate access to health and social support services. This is partly because specific needs of adolescents and young people are often overlooked during the development of national policies and budget allocations (Nkya et al. 2006). 
On whether the youth were supported by their fellow youth to abstain from sex until marriage, it was found that not all the youth were supportive because other youth were influenced by their friends to engage into sexual activity before marriage and at an early age. Equally important, the youth reported to have not been getting enough support from their parents with regard to HIV and AIDS prevention.  The youth revealed that they never talked about HIV and AIDS prevention and STI infection with their parents.  A male youth age 27 yrs in Mufindi had this to say:
“I had never talked with my parent about HIV prevention…  
I heard about condom use from my friends”

This result shows that some parents did not provide the youth with the opportunity to talk freely on matters regarding HIV prevention and STIs infection and other aspects on sex and sexuality.  This result implies that there are cultural barriers that constrain parents from providing information to the youth on issues regarding sex and sexuality including HIV and AIDS prevention.

4.9.5 Parents, Social Workers and WEOs Support for HIV and AIDS Prevention Among the Youth 
Interview was conducted with parents, social workers and WEOs in order to find out how these important people give support to the youth with regard to sexual behaviour and HIV prevention. 

4.9.5.1 The Role of Parents in Supporting Youth for HIV and AIDS Prevention     
In order to obtain relevant information from parents, the respondents who were interviewed in the two study areas were parents who had at least children aged 15 years and above. Table 4.46 showed parents of the youth involved in the study and the number of children aged between 15 and 35 years.

Table 4.46: Parents of Youth and the Number of Children Aged Between 15 and 35 years
	    Parents 	          Youth 	




Source: Field data 2012


The results in Table 4.46 show that parents who were interviewed had children who had the targeted age of youth for the present study.  This suggests that the results obtained were relevant in explaining the objectives of the study.

4.9.5.1 .1 Issues Parents Discussed with the Youth
The results revealed that parents discussed different issues with the youth. The results obtained from parents revealed that the parents of the youth in the two study areas mostly discuss with their youth about life in general and about bad peer influences on the behaviour of the youth.  The aspects which had implications on the health of the youth such as HIV and AIDS prevention, drug abuse, alcoholism and unsafe sex were not frequently discussed in the two study areas.  Figure 4.9 presents issues that parents discussed with the youth in the two study areas.  Consistent with present study other studies also revealed that parents were not able to discuss HIV and AIDS issues with their children due to cultural, age, and sexual barrier (Rumisha et al. 2006).
 
Figure 4.9: Issues Parents Discussed with the Youth in Percentage  
Source: Field data 2012

4.9.5.1.2 Frequency of Discussions Between Parents and the Youth   
The results show that while a half of parents in Mbulu were frequently discussing with their youth various issues about their lives, more than three quarters of the parents in Mufindi did the same.  Furthermore, it was noted that some of the parents in the two study areas were not doing the same frequently as indicated in Figure 4.10


Figure 4.10: Frequency of Parents Discussion with Youth
Source: Field data 2012
The situation was worse in Mbulu whereby a half of the parents sometimes discussed such important issues with the youth. These results suggest that some of the youth were not properly guided by their parents on issues which increased risks and vulnerability to HIV and AIDS as well as STI infection among the youth.  Evidence shows that adolescents and young people are less likely to be vulnerable to HIV and AIDS and other STIs when they are offered relevant information, skills, and services in an enabling and protective environment on HIV and AIDS prevention.  Furthermore parents who spend more time supervising their children have children who engage in less risky behaviour (Gottlieb, 2000).   

4.9.5.1 .3    Parents Competence and Willingness to Assist the Youth   
The results obtained from parents through interview also reveal that not all of the parents had enough skills regarding sexual behaviour and knowledge among the youth about organizations that provide reproductive health services among the youth in the area.  Findings show that more than three quarters of parents would allow the youth to share information on reproductive health services and to obtain reproductive health services. Furthermore, parents in Mbulu accepted condom use among the youth and had enough skills to discuss with the youth about sexual behaviour as opposed to parents in Mufindi. 





Figure 4.11: Parents Competence and Willingness to Assist the Youth 

The results in Figure 4.11 revealed that parents in the two study areas accepted the use of condoms among their youth.  However it seems that parents in Mufindi were not happy with the idea of using condoms among the youth unlike parents in Mbulu.  It can therefore be argued that not all parents were able to provide proper guidance and support to the youth with regard to reproductive information and reproductive health services.    

4.9.5.2 Social Workers Support for HIV and AIDS Prevention Among the               Youth
The findings from social workers through interview revealed that the youth in the study areas had an opportunity to obtain reproductive health information and services. The findings show that all social workers reported that there were organizations that provide reproductive health information in the study areas.  However, only about a quarter of social workers interviewed indicated that there were youth organizations in the area. This suggests that there were social workers who had inadequate information about social support services available for youth.  Data in Figure 4.12 presents the results.  

Figure 4.12: Social Workers Information on Youth Social Support Services 

The findings from social workers show that the organizations which were providing health services to the youth were both private and government organizations.  However, it was revealed that the services were mainly obtained in government hospitals and health centres.  It was also found that there were no organizations that deal specifically with issues concerning the youth in the two study areas. The findings suggested that the youth had limited health services since there were no specific organizations that deal with issues regarding the youth in the study areas.   
A nurse aged 47 in Mufindi had this to say:-
“All reproductive health services are provided at PMTC… and the youth are assisted like other people…..” 
This finding proves that the services provided were not user friendly to the youth as it was revealed by the youth in FGDs and observed by the researcher.

4.9.5.3 VEOs/WEOs Information on Social Support for HIV and AIDS Prevention among the Youth
The findings from VEO s and WEOs through interview revealed that the youth had an opportunity to receive reproductive health information provided in their area.  In addition, the services provided were reported to be user friendly to the youth. Moreover, the findings from the leaders show that they (the leaders) had no problem with the use of condoms among the youth.  Furthermore, they were aware of the organizations proving reproductive health services to the youth.  Equally important, they revealed that they were aware of the health facilities provided to the youth in their area and that the services provided to the youth were user friendly.  However, this finding was not consistent with the findings obtained from the youth and the observation made by the researcher which shows that the services were not adequate and not friendly to the youth.

4.10 Knowledge, Attitudes and Beliefs as Motivating Factors for Psychosocial Competence and HIV and AIDS Prevention Among the Youth 
The study examined motivating factors for psychosocial competence and HIV and AIDS prevention in the two study areas through univariate analysis.  The study determined knowledge on sexually transmission infections and symptoms as well as attitudes and beliefs as on HIV and AIDS prevention among the youth.  Furthermore, descriptive statistics was used to determine the mean scores for Knowledge, attitudes and beliefs in the two study areas.  In addition, independent sample t test was used to compare the mean scores for knowledge on sexually transmitted infections, symptoms, attitudes and beliefs in the two study areas.    

4.10.1 Knowledge on Sexually Transmission Infections and Symptoms among the Youth
The study used descriptive statistics to assessed knowledge on sexually transmission infections and symptoms among the youth using sixteen (16) questions.  The respondents among the youth had to answer ‘Yes’ if they had knowledge and ‘No’ if they did not have  any knowledge.  The coding was 1 if the response is ‘Yes’ and 0 if the response is ‘No’.  Data in Table 4.47 present the results in frequency and percentage. 

Table 4.47: Knowledge on Sexually Transmission Infections and Symptoms in Frequency and Percentage among the Youth
Variables	Mbulu (N=118)	Mufindi (N=114)
	Yes  	%	Yes  	   %
HIV/AIDS	100   	84.7	98	86.0
Gonorrhoea	80     	67.8	82	71.9
Syphilis	85    	72.0	80	70.2
Chlamydia	47    	39.8	43  	37.7
Genital warts	42    	35.6	44  	38.6
Genital herpes	41    	34.7	24  	21.1
Hepatitis B	53     	44.9	23  	20.2
Vaginitis	43    	36.4	22  	19.3
Cervical cancer	52    	44.1	53  	46.5
Discharge from penis/vagina	59    	50.0	57  	50.0
Burning pain or itching in penis/vagina	73     	61.9	68  	59.6
Abnormal vaginal bleeding	53     	44.9	42   	36.8
Loss of weight	64     	54.2	51    	44.7
Sores or warts on penis/vagina	70     	59.3	66  	57.9
Painful urination	73      	61.9	61   	53.5
Swelling in groin region	49      	41.5	24   	21.1
Source: Field data 2012
The study findings in Table 4.47 reveal that more than three quarters of the youth in the two study areas had high knowledge on HIV and AIDS.  In addition, a half of the youth in the two study areas had knowledge on Gonorrhoea and Syphilis as sexually transmitted infections.  Moreover, the study found that a half of the youth in the two study areas had knowledge that on discharge from male or female genitalia, burning pain or itching on male or female genitalia, and sores or warts on these sexual organs and pains during urinating as symptoms of sexually transmission infections. 

Furthermore, more than one third of the youth in the two study areas had knowledge on Chlamydia and genital warts as a sexually transmission infections.  It was also noted that more than one third of the youth in Mbulu had knowledge on genital herpes and vaginitis as sexually transmission infections whereas less than a quarter of the youth in Mufindi had knowledge on genital herpes, vaginitis and swelling on the groin as sexually transmission infections.  Other studies have also established that the youth had little knowledge on STI infections and their symptoms; however knowledge about HIV and AIDS was high (Nkya et al. 2006; Rumisha, et al. 2006).

4.10.1.1 Mean Scores for Knowledge among the Youth on Sexually Transmission Infections and Symptoms
The study used descriptive statistics to determine the mean scores for knowledge among the youth on sexually transmission infections and symptoms.  Furthermore, independent sample t test was used to compare the mean scores for knowledge among the youth on sexually transmission infections and symptoms in the two study areas. 
In order to achieve this objective firstly, sixteen (16) variables measuring the youth’s knowledge on sexually transmission infections and symptoms were computed into a single variable abbreviated as TKNOWGHSI (See section 3.7.2).  Secondly, the variable TKNOWGHSI was used to determine the mean score for knowledge on sexually transmission infections and symptoms in the study areas.  Cronbach alpha coefficient for the variables that measured knowledge among the youth on sexually transmission infections and symptoms was 0.851, which was good according to George and Mallery (2003).  The findings are summarized in Appendix 1 and presented in Table 4.48. 

Table 4.48: Mean scores for Youth Knowledge on STIs and Symptoms in                          Mbulu and Mufindi   
Mean Knowledge	Mbulu(N=118)	Mufindi(N=114)	
	Mean  	Std Dev   	min	max	Mean	Std Dev	min	max
	8.339	4.342	1.0	16.0	7.351	4.0264	0.0	16.0




The findings reveal that there was a slight difference between knowledge among the youth on sexually transmission infections and the symptoms in the two study areas. The mean scores were (8.339 in Mbulu and 7.351) in Mufindi district.  Equally important, the findings from independent sample t test did not show any statistically significant differences on knowledge on sexually transmission infections and symptoms in the two study areas (t = 1.796, df = 208, p value 0.074). However, it can be argued that the youth in the two study areas had inadequate information regarding sexually transmitted infections and symptoms. This suggests that much focus was emphasized on the provision of information about HIV and AIDS while little was done regarding provision of information on other reproductive health.

4.10.1.2 Knowledge among the Youth on HIV and AIDS and STIs and Symptoms in Index   Groups 
In order to establish knowledge among the youth on HIV and AIDS and STIs and symptoms, an index for knowledge was developed.  The scores of 16 questions measuring knowledge on HIV and AIDS and STIs and symptoms were collapsed into a single variable abbreviated as TKNOWGHSI.  The variable obtained from the collapse of all variables measuring youth knowledge TKNOWGHSI was used to determine the index of knowledge among the youth.  Cronbach alpha coefficient for all variables used in the index was 0.851, which was good.  Knowledge among the Youth was categorized as low when scores ranged from 0 – 6, average when the scores ranged from 7 - 10 and high when the scores ranged from 11- 16.  Knowledge index was considered important in order to explain the influence of knowledge on psychosocial competences and sexual behaviour of the youth. 

The findings revealed that female youth in Mbulu had high knowledge on HIV and AIDS and STIs and the symptoms as opposed to their male counterparts.  It was also noted that about a quarter of male youth in Mbulu had low knowledge of HIV and AIDS and STIs and symptoms.  Table 4.49 gives the results. Consistent with the findings obtained in Mbulu, the findings show that female youth in Mufindi had high knowledge on HIV and AIDS and STIs and the symptoms when unlike their male counterparts.  However, the study found that about a quarter of both male and female youth had low knowledge with regard to HIV and AIDS and STIs and the symptoms.  According to Hoff, Greene, and Davis, (2003), the youth have misperceptions about the health risks associated with STDs and HIV and AIDS and have incomplete information on safer sex practices.  

Table 4.49 Knowledge Among the Youth on HIV and AIDS and STIs in                       Index Groups 
District	Knowledge Index Groups	Female	Male	Total
		n	%	n	%	N	%
Mbulu	Low       0 - 6	14	28	23.7		42	35.6
	Average 7- 10	22	16	13.6		38	32.2
	High      11-16	24	14	11.9		38	32.2
	Total	60	58	49.2		118	100
Mufindi	Low       0 - 6	29	25.4	28	24.6	57	50.0
	Average 7- 10	13	11.4	14	12.3	27	23.7
	High     11-16	18	15.8	12	10.5	30	26.3
	Total	60	52.6	54	47.4	114	100
Source: Field data 2012


4.10.2 Beliefs and Attitudes Among the Youth on HIV Prevention
The study determined youth beliefs and attitudes on HIV and AIDS prevention    using ten (10) items in a three point Likert scales  ranging from agree, disagree  and I don’t know.  Descriptive statistics was used to assess youth responses.  The intention was to establish youth tendency of having either positive or negative attitudes towards HIV and AIDS prevention and sexual behaviour.  Furthermore in order to have clear interpretation of the results, disagree and I don’t know responses were categorized into one group as disagree.  Therefore, the scale was categorized into two groups as ‘agree’ for positive attitude and ‘disagree’ for negative attitude.  The score was 1 for ‘agree’ and 0 for disagree for positively worded statements. In addition, the scores were reversed for negatively worded statements therefore agree was scored 0 and disagree was scored 1.  

The study findings show that about three quarters of the youth in the two study areas found it difficult to carry condoms with them for fear of being misinterpreted that they are planning to have sex.  Despite having positive attitudes and beliefs towards HIV and AIDS prevention, it was noted that one third of the youth in Mufindi felt embarrassed to purchase condoms.  Data in Table 4.50 present the results 


Table 4.50:  Beliefs and Attitudes Among the Youth on HIV Prevention
Variables	Mbulu	Mufindi
	  Agree	   Disagree 	Agree	Disagree
	N	%	n	%	n	%	n	%
I plan to wait until marriage before having sexual intercourse.	79	66.9	39	33.1	52	45.6	62	54.4
I plan to use a condom the first/next time I have sexual intercourse	78	66.1	40	33.9	52	45.6	62	54.4
I plan about going to see a reproductive health provider for information, advice and/or services	76	64.4	42	35.6	49	43.0	65	57.0
A girl who carries condoms in her purse cares about herself.	98	83.1	20	16.9	84	73.7	30	26.3
Carrying condoms is difficult because it makes you look as if a you are planning to have sex	86	72.9	32	27.1	81	71.1	33	28.9
A woman would lose a man's respect if she requested that he use a condom	70	59.3	48	40.7	75	65.8	39	34.2
It is  embarrassing to purchase a condom	20	16.9	98	83.1	35	30.7	79	69.3
Using condoms is a sign of  trusting your partner	52	44.1	66	55.9	37	32.5	77	67.5
Using condoms is a sign of mutual respect	78	66.1	40	33.9	59	51.8	55	48.2
I believe that I am responsible for my own welfare and well being	100	84.7	18	15.3	91	79.8	23	20.2
Source: Field data 2012
 
The findings in Table 4.50 suggest that some of the youth in the two study areas had attitudes and beliefs that contributed in impeding the efforts for HIV and AIDS and other STIs prevention.  It was established by other studies that cultural traditions and norms greatly influence the extent to which an individual is vulnerable to HIV and AIDS (Mathur & Gupta 2004).  

4.10.2.1 Mean Scores for Beliefs and Attitudes among the Youth on HIV Prevention
The mean scores for beliefs and attitudes among the youth on HIV and AIDS prevention were determined using descriptive statistics.  Furthermore, independent sample t test was used to compare the mean scores for beliefs and attitudes among the youth on HIV and AIDS prevention in the two study areas.  However, before the mean scores were determined, the scores for ten (10) variables measuring beliefs and attitudes among the youth on HIV and AIDS prevention were computed into a single variable abbreviated as TATTIDBEL.  

Secondly, the variable TATTIDBEL was used to determine the mean score for beliefs and attitudes on HIV and AIDS prevention in the study areas.  Cronbach alpha coefficient for all the variables which were used to measure beliefs and attitudes among the youth on HIV and AIDS prevention was 0.718, which was acceptable (George & Mallery, 2003).  The scores equal or greater than 5 were regarded as positive attitude and beliefs. The minimum score was 0 and the maximum was 10.  The findings are summarised in Appendix 1 and presented in Table 4.51. 
Table 4.51: Mean Scores for youth Beliefs and Attitudes on HIV                               Prevention 
Mbulu (N=118)	Mufindi (N=114)	
Mean  	Std Dev   	min	max	Mean	Std Dev	min	max
5.601	2.203	1.0	10.0	4.657	2.646	0.0	9.0
Source: Field data 2012


The study findings revealed that the youth in Mbulu had positive beliefs and attitudes towards HIV and AIDS prevention (5.601 ± 2.203).  Equally important, the youth in Mufindi were found to have negative beliefs and attitudes towards HIV and AIDS prevention (4.657 ± 2.646).  The findings from an independent sample t test results reveal that there was a statistically significant difference between the two study areas on beliefs and attitudes among the youth towards HIV and AIDS prevention as summarized in Appendix 1( t =2.946, df = 230, p = 0.003).  These findings suggest that among other factors, beliefs and attitudes towards HIV and AIDS prevention were contributing into fuelling HIV and AIDS infections and other STIs among the youth.

4.10.2.2   Attitudes and Beliefs among the Youth on HIV and AIDS Prevention in Index Groups
In order to capture adequately attitude and beliefs of the youth regarding HIV and AIDS prevention and sexual behaviour, scores for variables in Likert scales were computed into a single variable abbreviated as TATTIDBEL.  Then attitudes and beliefs index was developed (Section 3.7.2).  The study assumes that attitudes and beliefs regarding HIV and AIDS prevention may be positively or negatively influence sexual behaviour of the youth.  Therefore, the index was categorized into two, scores ranging from 0 - 4 as negative attitudes and beliefs and scores ranging from 5 - 10 as positive attitude and beliefs. 

The findings reveal that one third of female youth in the two study areas had negative attitudes and beliefs regarding HIV and AIDS prevention.  Moreover, while more than one third of male youth in Mbulu had positive attitudes and beliefs regarding HIV and AIDS prevention less than one third of male youth had the same attitude in Mufindi.  Data in Table 4.52 give the details.

Table 4.52: Attitudes and Beliefs Among the Youth on HIV and AIDS                            Prevention in Index Groups
District	Attitude and beliefsIndex Groups	Female	Male	Total
		n	%	n	%	n	%
Mbulu	Negative    0 - 4	36	30.5	15	12.7	51	43.2
	Positive     5 - 10	24	20.3	43	36.4	67	56.8
 	Total	60	50.8	58	49.2	118	100
Mufindi	Negative     0 - 4	45	39.5	21	18.4	66	57.9
Positive      5 - 10	15	13.2	33	28.9	48	42.1
Total	60	52.6	54	47.4	114	100
Source: Field data 2012

It was noted further in this study that while a half of the youth had positive attitudes and beliefs towards HIV and AIDS prevention in Mbulu, the same number of the youth had negative attitudes and beliefs towards HIV and AIDS prevention in Mufindi.  These findings suggest that female youth in the two study areas were at a more risk of contracting HIV and AIDS other STIs than their male counterparts.  Since beliefs have implications on ones’ ability to make decisions.  The findings therefore suggests that the youth particularly female need to be provided with correct information about HIV and AIDS prevention and psychosocial competencies for them to make informed choices and decisions regarding HIV and AIDS prevention. 

4.11 Association Between Sexual Behaviour and Psychosocial Competences 
Bivariate analysis was done using Pearson r test in order to determine whether there was any association between sexual behaviour of the youth and psychosocial competences such as decision making, self awareness, social support, knowledge and attitudes and belief. The study findings obtained in Mbulu as indicated in ( Appendix 3) show that there was a positive relationship between knowledge on HIV and AIDS and STIs and symptoms and youth decision making ability (r=281, p value < 0.01) among the youth.  Implying that as knowledge increases decision making ability tended to increase.  

Furthermore, the study found a positive relationship between self awareness ability and social support provided to the youth (r=0.284, p value<0.01).  This implies that as self awareness ability among the youth increases, social support for the youth also tended to increase.  The results further suggest that relationships observed between these variables were direct however they were weak. The study findings also show that there was a moderate positive significant relationship between sexual behaviour of the youth and decision making ability of the youth in Mufindi district (r=0.413, p value < 0.01).  The findings reveal further that there was a positive moderate significant relationship between sexual behaviour of the youth and attitudes and beliefs among the youth on HIV and AIDS prevention (r=0.406, p value < 0.01).  The findings also show a positive moderate significant relationship between knowledge and self awareness ability among the youth (r=0.367, p value <0.01).  A positive weak relationship also existed between knowledge and social support among the youth (r=0.261, p value 0.01).  These results suggest that there was a direct relationship between these variables.   

Furthermore consistent with findings in Mbulu, a positive weak relationship was found between self awareness ability and social support provided to the youth (r=0.201, p value < 0.05).  The findings show further a moderate positive significant relationship between decision making ability and attitudes and beliefs among the youth on HIV and AIDS prevention (r= 0.360, p value 0.01). This implies that a direct relationship existed between these variables.

4.12 The Impact of Psychosocial Competences on Youth Sexual Behaviour  
The study used regression analysis in order to achieve objective 5 which sought to determine the influence of psychosocial competences on sexual behaviour among the youth.  Multiple Linear regression was therefore used to determine the variables that had impact on sexual behaviour of youth in the two study areas. The findings from the multiple linear regression model in Appendix 5 and Appendix 6 show the overall significance of the study model.  The findings confirmed that the model was a good fit to the data.  Equally important, the beta regression coefficients for the predictor’s variables were examined in order to find out the predictor variables that have a large impact on the dependent variable in the two study areas.  The findings in Appendix 7 showed that in Mbulu, age, and religion had significant positive regression weights.  These results imply that there was a significant positive impact of age on sexual behaviour risk.  That is if age increases by one percent, sexual behaviour risks tended to increase by 0.209 percent.  The results also indicated that age impact into sexual behaviour was low in Mbulu than it was the case in Mufindi.  

It was also found in this study that religion had a significant positive impact on sexual behaviour risks in Mbulu.  The findings show that if youth are affiliated into certain religions by one percent sexual behaviour risks increase by 0.200 percent.    The findings of the present study suggest that there were religious affiliations that restrict youth from adherence to HIV and AIDS prevention.  The findings further show that marital status also had a suppressing impact as it contributed to a decrease of sexual behaviour risks by 0.337 percent. The study further shows that self awareness and decision making had suppressing impact on sexual behaviour in Mbulu however that impact was not significant.  The study found that as decision making ability increased by one percent sexual behaviour risks decreased by 0.175 percent.  Equally important as self awareness increased by one percent sexual behaviour risks tended to decreased by 0.131 percent.  However a suppressing impact of these variables was not observed in Mufindi.  

The findings indicate further that in Mufindi, age, attitudes and beliefs had a significant positive regression weight indicating that the increase on these variables were expected to predict higher sexual behaviour risks.  Consistent with the findings observed in Mbulu, age had a positive significant impact on sexual behaviour in Mufindi.  However, the results suggest that age had high impact in Mufindi than it was the case in Mbulu.  The study found that as age increase by one percent among youth in Mufindi, sexual behaviour risks increased by 0.392 percent.  

The study also found that attitudes and beliefs of youth in Mufindi had positive significant impact on their sexual behaviour.  The results indicated that negative attitudes and beliefs related to HIV and AIDS prevention increased sexual behaviour risks by 0.022 percent. These findings are evident of the existence of a linear relationship between sexual behaviour and the explanatory variables which were tested in the model. The results therefore confirmed that the psychosocial competences had impact on sexual behaviour.  

Finally, the comparison of the structure of the models for Mbulu and Mufindi was done in order to establish the differences in the two study areas with regard sexual behaviour and psychosocial competences.  The study therefore examined correlation of each model with the dependent variable (TSEXBEHAV) representing sexual behaviour risk variables).  Furthermore correlation of the model with each other was also determined (Appendix 8 and 9) summarize the results.  The results showed that in Mbulu the direct R was .514 significant at two tailed. Crossed R was .239 significant at one tailed and Model correlation was .220 significant at one tailed. The findings in Mufindi show that the direct R was .673, significant two tailed.   Crossed R was .271 significant two tailed and model correlation was .409 significant two tailed.  Based on these findings it can be concluded that there were structural differences between the multiple regression models for predicting the impact of sexual behaviour among the youth in Mbulu and Mufindi.  
The study concludes that even though there is evidence of a relationship between sexual behaviour and psychosocial competences in the two study areas, Mufindi had generally a higher risky area than Mbulu.  The findings therefore suggest that, there may be other factors in addition to psychosocial competencies, which require further investigation.  

4.13 Summary
The study employed both quantitative and qualitative approaches to investigate sexual behaviour and psychosocial competences for HIV prevention among the youth.  The study findings revealed that youth in the two study areas involved into risk behaviour however youth in Mufindi were at a higher risk.  The findings further showed significant relationships between youth sexual behaviour and psychosocial competencies.  The study found that sexual behaviour had significant association with socio demographic characteristics such as age, education.  Furthermore, significant associations were found between sexual behaviour and decision making ability as well as attitudes and beliefs on HIV and AIDS prevention.  Equally important, the study found that sexual behaviour was influenced by age, marital status and religion in Mbulu while sexual behaviour was influenced by attitude and belief and age in Mufindi.  Age was found to be a common predictor for sexual behaviour of youth in the two study areas. 

Moreover, youth in the two areas had inadequate decision making ability a situation that hindered effective prevention for HIV and AIDS infection and other STIs among youth.  In addition, female youth had lower decision making ability when compared to the male youth.  Therefore, female youth were at a more risk when compared to their male counterparts.  The study further showed that youth in the two areas had high levels of self awareness.  However, self awareness did not help youth in changing their sexual behaviour as youth tended to involve into risk behaviour. Furthermore, despite high level of knowledge about HIV and AIDS observed among youth, that knowledge did not contribute to reduction of risk behaviour.  






5.0 DISCUSSION OF FINDINGS
5.1 Introduction
This chapter presents the discussion of the findings presented in Chapter Four.  The findings are discussed based on the research questions intended to be answered by this study.  Firstly, the Chapter focuses on the sexual behaviour of the youth with regard to HIV and AIDS prevention.  Secondly, the Chapter discusses decision making ability among the youth with regard to HIV prevention.  Thirdly, self awareness of the youth with regard to HIV prevention was discussed.  Fourthly, the findings on the social support provided to the youth in order to prevent them against HIV and AIDS infection were discussed as well as the motivating factors of knowledge, attitude, and beliefs which the youth hold regarding HIV and AIDS and STI prevention.  Lastly, the discussion is centred on the influence of psychosocial competencies on sexual behaviour of the youth.

5.2 Sexual Behaviour of the Youth with Regard to HIV and AIDS Prevention
Of all the youth studied, about a third were sexually active in both Mbulu and Mufindi districts.  Furthermore, the study findings revealed that the youth were vulnerable to risky sexual behaviours. It was also found out that while more than a half of the youth had had penetrative sex in Mbulu, more than three quarters of the youth had similar experience in Mufindi.  In addition, a half of the youth had sexual intercourse in the 12 months before the study and had multiple sexual partners. Equally important, condom use was not adhered to by all the youth respondents suggesting that not all sexually active youth were using condoms for protection during sexual intercourse.  The findings show that there were factors that contributed to low condom usage among the youth in study areas. First, condoms were available in places which were not user friendly to the youth.  Second, the providers of reproductive health services for the youth have been adults who appeared to exert influence against condoms use among the youth in the two districts. Third, religion and culture restricted prevention efforts leading to inadequate condom usage among youth in the present study.

Other studies also view religion and culture as a contributing factor in low condom usage as observed by Uchem (2014: 172).   
 “There are religious and cultural reservations about promoting the use of condoms.  Often, churches argue that encouraging condom use will increase and condone promiscuity”.   

It can also be argued that even though some of the parents appeared to insist on morals and proper guidance about sexual behaviour there were the youth who were not willing or able to conform to these standards of behaviour.  It is therefore necessary to provide clear and accurate information regarding condom use and other HIV and AIDS preventive options.  The social network theory showed that social institutions within the individual’s environment can work together to raise and shape young people’s behaviour (Bowler & Brass 2006).      

In addition, the study established that there was a significant difference with regard to sexual behaviours risks (t = -4.349, df= 230, p < .001) among the youth in the two study areas.  The reason for the observed risk behaviour seems to be attributed to inadequate decision making ability and social support provided to the youth.  Therefore, there is the need to address these observed risk behaviours among the youth in order to avoid the severe consequences that go with risky sexual behaviours. In addition, the observed high risk behaviour in Mufindi District appeared to be attributed by high interaction with people from outside the area unlike in Mbulu where there has been less interaction with people from outside the area.  Based on prior literature, risky sexual and infection rates were found to be high in areas that have high interactions (Madise et al. 2007; Doyle et al. 2012).  

Consistent with previous studies, this study noted the prevalence of consumption of alcohol among the youth.  Furthermore, alcoholism was identified by the youth as among the risk behaviour that put the youth at risk of HIV and AIDS infection in the two study areas. Alcoholism is often referred to as 'risk behaviour', because it reduces caution and impairs judgement, thereby exposing the user to other risks (WHO, 2002). It was found in other studies  that the youth who drink alcohol were likely to be sexually active and tended to engage themselves into unprotected sex therefore increasing the risk of contracting sexually transmitted infections, including HIV and AIDS and having unplanned pregnancies (Doyle et al. 2012). 

Therefore, the reported use of alcohol appears to contribute into compromising the youth abilities in negotiation skills for safer sex, thereby increasing their vulnerability to risk sexual behaviour.  Alcohol abuse among the youth had impacts on their health and leads to risky sexual behaviour, there is a need for parents, community authorities, and government to pay serious attention to this problem (Lewis et al. 2007).  Therefore, it can be stated that despite the fact that the youth were involved into risk behaviour, there was no any formal HIV and AIDS prevention program focusing on the youth in the two study areas when this study was conducted.  The most popular means for HIV and AIDS information reported by the youth was public campaigns. However, these campaigns were reported to be infrequent. Therefore, it seems that information to high risk groups such as the youth requires separate dissemination mechanisms.  The same was noted in other studies where public awareness campaigns were found to be less effective in improving knowledge among the youth.  Furthermore, it was found to be unrealistic to assume that HIV and AIDS campaigns targeting the general population will have the same impact and effectiveness for high-risk groups (Parker et al. 2000; UNAIDS, 2003).  

As found from other studies, sexual behaviour of the youth was found to have some associations with socio - demographic characteristics such as age and education of the youth.  Equally important, bivariate analysis revealed that sexual behaviour risks had a positive significant relationship with decision making ability in areas where there is high infections rates (r= .413, p <0.001) and attitudes and beliefs (r= .406, p <0.001).  In addition, sexual behaviour of the youth was found to be associated with age, marital status as well as attitude and beliefs.

5.3 Youth Decision Making Ability on HIV and AIDS Prevention 
The findings revealed that there were some youth who could not make informed decisions with regard to HIV and AIDS prevention in the study areas. Other scholars observed that beliefs and habits can affect decision making ability 
 “We make our decisions more out of the beliefs we live by and the habits we have formed than out of the principles we have learned; then let all  the facts on all sides be provided for people and they can make informed   decisions in consonance with their faith, convictions as well as their  situation” (Uchem, 2014: 168).

It was found out that the youth seldom think of the outcome of their decisions about their sexual behaviour.  Equally important, the youth were not used to making such decisions on the spot.  It can be argued that the low level of decision making ability among the youth on HIV and AIDS prevention as observed in this study seemed to be contributed by various factors such as experience, motivation, social, emotional and it is influenced by the youth’s developmental differences and acquisition of knowledge (Jacobs & Ganzel, 1993; Gordon, 1996).  Therefore, there is a need for further investigation to find out other possible factors attributing to low decision making ability among the youth in the study area.

Furthermore, when looking at the differences between gender, the mean decision making ability was found to be low among female youth as opposed to male youth in the two study areas.  The findings of this study confirmed that female youth in the two study areas had low levels of decision making ability.  These findings are in line with other studies that showed that men commonly have more control over decisions regarding sex than is the case with women (Gupta, 2000).  This can be the reason for female vulnerability for HIV and AIDS infection. 

However independent sample t - test confirmed the existence of a significant difference in decision making ability on HIV and AIDS prevention in the two study areas (t=4.513, df=-2.804, p value 0.005).  Therefore, the provision of negotiation and decision making skills on HIV and AIDS prevention to both male and female youth in the two study areas is of great importance.  It has further been established in other studies that making sound decisions not only assists the youth in resisting pressure from engaging into risky behaviours, but also it fosters social skills and social awareness, and encourages them to think about the consequences, decide on goals, and understand their own and others' feelings (Singh et al. 2003; Mincemoyer & Perkin,  2003). 

In addition, the observed significant relationship between decision making ability and sex of the youth in the two study areas suggested that gender had an influence in decision making.  In contrast, other socio demographic variables such as age, marital status, occupation and religious affiliation were found to have little association with decision making ability suggesting that these variables had no significant links with decision making ability among the youth.  

Equally important, the study found a negative significant association between decision making ability and knowledge among the youth on HIV and AIDS and STIs and symptoms in Mbulu.  A positive relationship was found between decision making ability and attitudes and beliefs on HIV and AIDS prevention in Mufindi.  These findings imply that decision making ability tended to decrease as knowledge decreases.  Equally important, decision making ability increased with an increase of positive attitudes and beliefs. Furthermore, the study found a positive significant relationship between knowledge on HIV and AIDS and STIs and symptoms and youth decision making ability among the youth in Mbulu.  The findings imply that decision making ability of the youth tended to increase as knowledge on these variables increases.  It can be observed that despite the knowledge that youth appeared to have there was little evidence of any positive impacts on their behaviour.

The findings from focus group discussion with the youth revealed factors leading to   informed decisions on HIV and AIDS prevention among the youth.  Firstly,    alcoholism behaviour was reported by youth as a factor that contributed in youth inability to make right decision regard HIV and AIDS prevention. It was reported in other studies that alcoholism can impaired ability to make decisions especially decision related to sexual behaviour such to use or not use condoms (Miller & Byrnes, 2001). 

Secondly, inadequate consideration of the outcomes for decisions made on sexual behaviour. The findings revealed that youth seldom think of the outcome of their decision about their sexual behaviour.  Equally important, the study found that the youth were not making such decisions on the spot.  Therefore they found themselves engaged into risk sexual behaviour. Thirdly, inadequate information on sexual behaviour risks among youth.  The study revealed that youth had inadequate information that would enable them to make effective decision making.  Youth revealed that it was difficult for them to obtain information from various sources such as fellow youth, parents and from health centers.   

5.4 Self Awareness among the Youth on HIV and AIDS Prevention
The findings revealed that both male and female youth in the two study areas had high level of self awareness with regard to HIV and AIDS prevention.  However, it was found that the youth were involved into risk sexual behaviour despite high self awareness on HIV and AIDS prevention. The study found that there was no any significant relationship between self awareness and sexual behaviour of the youth.  Therefore, awareness was not reflected in the youth sexual behaviour.  Equally important, there was a statistically significant difference between the youth in Mbulu and Mufindi district regarding self awareness ability on HIV and AIDS prevention. (t=2.334, df =226, p value 0.021), suggesting that the level of self awareness differs in the two study areas.

Despite the high level of self awareness reported by youth, the finding obtained from focus group discussions with the youth revealed that inadequate openness on HIV prevention was a contributing factor in impeding self awareness among the youth.   This information suggests that youth do not adequately obtain information related to HIV prevention and their sexual behaviour. Furthermore, self awareness among the youth on HIV and AIDS prevention appeared to have significant links with age of youth in Mufindi.  
 
5.5 Social Support for HIV and AIDS Prevention among the Youth
Consistent with previous studies, gender continued to be a key aspect of HIV and AIDS risk.  This study revealed that male youth had social support for HIV and AIDS prevention as opposed to female youth.  This could be attributed to the fact that female often have limited access to sexual health information and services because of a misguided fear that it will encourage promiscuity among female. Equally important, there was a statistically significant difference between the youth in Mbulu and those in Mufindi in relation to social support provided to them on HIV and AIDS prevention (t=3.158, df =208, p value 0.002). 
Moreover in this study the social demographic characteristics such as age of the youth and marital status and education had appeared to have an association with social support provided to the youth.  The findings revealed a direct relationship between social support and education in Mbulu.  The findings suggest that social support tended to increase as the level of education increase.  Furthermore, social support increased with age.  This suggests that there are ages that had inadequate support for HIV prevention, however this call for further investigation. 

Social support also had a positive significant relationship with the knowledge on HIV and AIDS and STIs and their symptoms in Mufindi.  These findings imply that as self awareness ability and knowledge among youth increases, so is the social support to the youth. Other studies also revealed a relationship between perceived level of social support (which includes friendship networks, nurturing from family and self affirmation from social relationships) and high-risk sexual behaviour among the youth.  The youth with lower levels of social support were more likely to engage in risk sexual-behaviours than their counterparts with high levels of social support (Lawrence et.al. 1994).   

Through focus Group discussion the youth revealed that social support was inadequate.  The youth reported that they were not comfortable and satisfied with the information and health services provided in their area. Furthermore, health services were provided in an environment which was not user friendly to the youth. The study also confirmed that the youth had not had adequate support from their fellow youth neither from their parents.  The findings showed that one third of the parents sometimes discussed HIV and AIDS prevention and issues about sexual relationships with their young children.  The situation was worse in Mbulu were only a half of the parents sometimes discussed such important issues with the youth.  It can therefore be argued that despite parents’ competence and willingness to assist the youth, parents were found to have inadequate knowledge on organizations that provide reproductive health services for the youth; parents were also reluctant to allow their young children to have easy access to condoms and to discuss with their young on matters related to HIV and AIDS prevention and sex and sexuality.  Other studies on topics related to sexuality such as HIV/AIDS, condoms use and abstinence found that communication between parents and the youth on such topics was generally low (Gupta, 2000).  The findings of this study therefore reveal lack of effective communication between parents and their children on such sensitive aspects as HIV and AIDS prevention.  Social and cultural barriers do also restrict open discussions on sexual related issues. 

The findings further revealed that only a quarter of social workers had knowledge on whether there were organizations that dealt with the youth in the study areas.  This suggests that even social workers were less aware on the availability of support services for the youth in their areas.  In addition, about a half of social workers revealed that the services provided to youth were not friendly to the youth in Mbulu.  These findings imply that there are limited organizations that specifically deal with issues of interest to the youth. In addition, the services that were provided to the youth were not addressing demands and needs of the youth.  It can therefore concluded that inadequate services reported by parents and social workers might have contributed to the increased risk of HIV and AIDS infection among the youth in the study area.  The findings from Government officials were not consistent with those from other respondents.  This implies that politics exert some influences on reporting such matters.  

5.6 Knowledge Among the Youth on HIV and AIDS and STIs and Symptoms
In this regard, the findings show that youth had little knowledge on genital warts, genital herpes and viginitis as sexually transmitted infections.  Furthermore, the study revealed that the youth had little knowledge on that swelling on the groin region was a symptom of STI infection.  These findings therefore imply that despite that majority of the youth had knowledge on HIV and AIDS, a certain proportion of the youth had still some misconceptions about sexually transmitted infections.  The findings suggest further that there is insufficient information about STIs and their signs and symptoms.  Other scholars, for example Bilakshan, (2012), reported that the youth often lack the knowledge related to health issues such as STIs, HIV/AIDS and this increases the chances of contracting sexually transmitted diseases.  There is a need therefore to address these misconceptions among the youth.
 
In addition, the findings indicated that the mean score on the youth’s knowledge on STI’s and their symptoms was slightly higher in Mbulu than was the case in Mufindi (Table 4.51).  However, an independent sample t test did not show any statistically significant differences in the two study areas with regard to the youth’s knowledge on sexually transmitted infections and symptoms ( t = 1.796, df = 208, p value 0.074) (Appendix 1). Moreover, the study found a significant positive relationship between social support provided to the youth and self awareness in the two study areas. Further more significant positive relationship was found between social support and knowledge on HIV and AIDS and STIs symptoms (Appendix 3).  These findings imply that as self awareness and knowledge on HIV and AIDS and STIs and their symptoms increase among the youth, the social support provided to the youth also increase.  It can be concluded that self awareness and knowledge on HIV and AIDS and STIs and their symptoms enable the youth to seek support and to communicate with parents, other adults in the family and fellow youth about sex and sexuality.

5.7   Attitudes and Beliefs on HIV and AIDS Prevention
The study revealed further that some attitudes and beliefs limited adherence to HIV and AIDS prevention measures among the youth in the study area.  According to the study findings, about three quarters of the youth in Mbulu and Mufindi find it difficult carrying condoms around for fear of being considered promiscuous. Equally important, the youth find it embarrassing to purchase condoms.  The situation was worse in Mufindi whereby a third of the youth could not purchase condoms freely.  These findings imply that there are social and cultural barriers that restrict an open and frank dialogue on sexual related issues including condom access for HIV prevention.  

Moreover, one third of female youth in the two study areas had negative attitudes and beliefs regarding HIV and AIDS prevention.  This implies that female youth were more vulnerable than their male counterparts.  Furthermore, the findings reveal a significant positive relationship between sexual behaviour and the youth’s attitude and beliefs in Mufindi(r=.406, p vale <0.001).  These findings imply that the youth had attitudes and beliefs which were unrealistic about their sexual behaviour. There is a need therefore to provide relevant information about issues on sexuality among the youth because sexual activity was widely prevalent among the young population.  The study findings are in line with the findings of previous studies that showed that attitudes and beliefs can contribute to the spread HIV and AIDS infection (Hoff & Davis, 2003).  

Based on the index developed for attitude and beliefs, the youth in Mbulu had a positive attitude and beliefs towards HIV and AIDS prevention whereas the youth in Mufindi had a negative attitude on the same.  Furthermore, there was a statistically significant difference between the two study areas regarding beliefs and attitudes among the youth towards HIV and AIDS prevention (t =2.946, df = 230, p = 0.003) implying that the two study areas differed with regard to attitudes and beliefs towards HIV and AIDS prevention. 

5.8   The Impact of Psychosocial Competences on Youth Sexual Behaviour  
The study findings established through multiple regression analysis showed that age was a common predictor for sexual behaviour of the youth in the two study areas. These findings suggest that sexual behaviour tended to increase with age of the respondents.  However the study confirmed that the impact of age on sexual behaviour was high in Mufindi than it was the case in Mbulu.  The study also found that religious belief of the youth in Mbulu was a factor in influencing their sexual behaviour.  The study found that religion had a significant positive impact on sexual behaviour among the youth.  This shed light that there were religious restrictions and teaching that were contributing in increasing sexual behaviour risk among youth.  
Unlike the previous studies, the study found that marital status of the youth in Mbulu had a significant negative regression weight.  These findings imply that marital status had a suppressing effect on the sexual behaviour risks of the youth in Mbulu.  A suppressing effect of the same variable was also observed in Mufindi; however it was not significant (Appendix7).  It seems therefore that marital status had contributed to the reduction of risk behaviour such as having multiple partners. The findings further revealed in this study that decision making ability and self awareness had suppressing impact on sexual behaviour of the youth in Mbulu.  Even though these results were not significant they indicated that this variable can help to reduce risk sexual behaviour among the youth.    

Equally important, the findings revealed that attitudes and beliefs had significant positive impact on the youth sexual behaviour in Mufindi.  This implies that involvement into high risk behaviour which was observed among youth in Mufindi might have been attributed by attitudes and beliefs among the youth towards HIV and AIDS prevention (Appendix 7).  The study findings also revealed the youth had misconceptions with regard to condom use. 

Furthermore, the standardized weights of the two regression models suggest that age, religion and marital status were important predictors for predicting sexual behaviour of the youth in Mbulu as they were statistically significant to the prediction at p < .05.  While for the youth in Mufindi, age, and attitude and beliefs seem to be the most important predictors for predicting the same as these variables were statistically significant to the prediction at p < .05.  These findings answer the research question that sought to establish independent variables that influence sexual behaviour of the youth.  The findings confirmed that decision making in objective two, self awareness in objective three, and social support in objective three had both direct and in direct significant relationships with youth sexual behaviour.  However the impact of these variables on sexual behaviour risks was not significant.  These findings therefore call for further investigation.

5.9 Summary
In the first objective, the study examined the types of sexual behaviour using an index and managed to establish that sexual behaviour risks of the youth were low, medium and high risk.  The study managed to establish that the levels of sexual behaviour risks differed significantly among youth in the study areas.  In addition the socio economic and demographic characteristics had links with sexual behaviour and psychosocial competences in the two study areas. 





6.0 CONCLUSIONS AND RECOMMENDATIONS
6.1 Introduction 
This chapter presents conclusions and recommendations derived from the study.  In addition the chapter presents study contributions and policy implications of the study findings.

6.2 Conclusion
Conclusions were derived from the analysis of the findings based on the research questions that guided the study.

6.2.1 Sexual Behaviour Types that Contribute to HIV and AIDS Infection Among the Youth
The first objective aimed to establish the types of sexual behaviour that contribute to HIV and AIDS infection among the youth respondents.  The study findings thorough inferential statistics confirmed that sexual behaviour among the youth differed in the two study areas.  Variables such as having penetrative sex, early sexual debut, incidences of STIs and having multiple sexual partners differed significantly among the youth among youth in the two study areas.  Furthermore according to index categories, the youth in Mufindi were at higher risk of contracting HIV and AIDS infections than is the case with the youth in Mbulu.  

The findings therefore confirmed that the youth in the two study areas were involved into risky sexual behaviours however the youth in Mufindi were at a higher risk. It was also confirmed that not all the youth were using preventive measures against  HIV and AIDS and STI’s infection, a situation which increased their risks of infection.  The findings confirmed that condoms were not used consistently for various reasons such as accessibility of condoms to the youth due to the fact that the location and places where condoms were kept were not convenient for the youth to access them.  The youth reported that these places were not user friendly to them.  Another reason was strictness of the parents and the fact that the youth engage into unsafe sex.    

6.2.2 Decision Making Abilities of Youth on Sexual Practices that Contribute in          the Reduction of HIV and AIDS Infection Risks
 The second objective aimed to establish decision making abilities of youth on sexual practices that contribute in the reduction of HIV and AIDS infection risks.  The study concludes that the youth in the two study areas had inadequate decision making ability, a situation that compromised the efforts of protecting themselves against HIV and AIDS infection and other STIs among the youth.  Equally important, the mean scores for decision making ability among the youth in the two study areas was found to be low among female youth as opposed to male youth.  The findings of this study therefore suggested that female youth were at higher risk than is the case with their male counterparts.  The study also established a significant association between decision making ability and gender of the youth.  

The findings from FDG confirmed that the youth rarely think of the outcome of their decision regarding their sexual behaviour and that they rarely make such decision on the spot.  Equally important, the youth were not getting enough information about issues regarding sex and sexuality before making decisions on such matters.  In addition, the study revealed that some of the youth were alcoholic something which impaired their decision ability in matters related to sex.   

6.2.3 Self Awareness of the Youth on HIV and AIDS Prevention that Contribute          in the Reduction of HIV and AIDS Infection Risks
The third objective aimed to establish self awareness of the youth on HIV and AIDS prevention that contribute in the reduction of the risks of HIV and AIDS infection. 
 The study concludes that the youth in the two study areas had adequate levels of self awareness.  Moreover, the study concluded that there is a difference between the youth in Mbulu and their counterparts in Mufindi regarding self awareness ability on HIV and AIDS prevention.  The observed difference was statistically significant.  

The findings confirmed further that there was a weak relationship between self awareness and sexual behaviour of the youth in the two study areas. This suggest that despite the fact the youth appeared to have high self awareness ability with regard to HIV and AIDS prevention, that ability did not help to reduce risk behaviour that may lead to HIV and AIDS and other STIs infections. It was also confirmed from FGD that the youth were aware of themselves and they know their roles as youth.  However, not all of them were satisfied with their sexual behaviour.  Equally important, despite being self aware, weaknesses such as peer pressure to undesirable behaviour and inadequate openness to HIV prevention were reported by the youth as constraining them from adopting responsive behaviour towards sex and sexuality.
6.2.4 Social Support Provided to the Youth for HIV and AIDS Prevention   
The fourth objective aimed to establish social support provided to the youth for the prevention against HIV and AIDS infection.  The study concludes  that male youth in the two study areas had more support on HIV and AIDS prevention than was the case with their female counterparts suggesting that female were at higher risk of infections than were male youth.  The findings indicate further that the social support provided to the youth in the two study areas was inadequate.  

Equally important, the findings reveal that the maximum scores for social support were slightly higher in Mbulu than they were in Mufindi.  The findings of this study supported the studies that confirmed that youth who have limited parents support tended to experience behavioural, social and economic challenges which increase their risks to HIV and STI’s infection. The study also found that the youth with lower levels of social support were more likely to engage in sexual-risk behaviours.  These findings suggest that perhaps male youth were more open in seeking for support from their peer and health providers than was the case with female youth who might be shy and reserved due culture and traditional backgrounds.
  
The study also revealed that there were no specific youth organizations that provided reproductive health information to the youth in the two study areas.  The study showed that reproductive health services for all the people were mainly obtained in government hospitals and health centres.  Moreover, the services provided in the two study areas were not user friendly to the youth and therefore the youth were reluctant in seeking for reproductive health services because the services were provided by nurses or doctors who were either parents or friends to the parents of the youth.   
The study further concluded that the youth were not getting enough support from their parents with regard to HIV and AIDS prevention since some parents hardly talked about HIV and AIDS prevention and STI infection with their children.  In addition, not all parents were supportive to the youth with regard to reproductive information and reproductive health services.  It was also found that some of the parents did not approve the use of condoms by the youth.  This implies that there were cultural barriers that constrained parents from providing information regarding sex and sexuality issues including HIV and AIDS prevention to their children.      

The study revealed further that the youth in the two study areas had little knowledge about STIs as well as the signs and symptoms of sexually transmitted infection.  However, the youth had high knowledge about HIV and AIDS.  Moreover, the study did not find any statistically significant differences in the two study areas with regard to knowledge among the youth on sexually transmission infections and their symptoms.  In addition, the study established that there was no significant relationship between knowledge on HIV and AIDS and other STIs and sexual behaviour of the youth.  These findings imply that despite high level of knowledge about HIV and AIDS which was observed in the two study areas, that knowledge did not contribute to the reduction of risk behaviour.

Investigation on the youth attitudes and beliefs on HIV and AIDS revealed some youth felt embarrassed purchasing condoms; and it was also difficult for some youth to carry condoms with them as they felt that it would make them appear promiscuous.  These findings imply that attitudes and beliefs of some of the youth in the two study areas contributed in impeding prevention efforts against for HIV and AIDS and other STIs.  

The study further showed that attitude and beliefs on HIV and AIDS prevention had a positive significant relationship with sexual behaviour of the youth in Mufindi.  Moreover, no significant relationship was found between attitudes and beliefs on HIV prevention and sexual behaviour in Mbulu.  Therefore, the study confirmed that there was a statistically significant difference between the two study areas in terms of attitudes and beliefs among the youth towards HIV and AIDS prevention.  The findings imply that beliefs and attitudes among the youth on HIV prevention in Mufindi had links with the youth’s sexual behaviour, a situation that increased the risk of HIV and AIDS and other STI infections.  Therefore beliefs and attitudes were contributing in fuelling HIV and AIDS infections and other STIs among the youth in the study areas.  

6.2.5 The Impact of Psychosocial Competences for HIV and AIDS Prevention on Sexual Behaviour Change Among the Youth
The fifth objective aimed to assess the influence of psychosocial competences for HIV and AIDS prevention on change of sexual behaviour of youth.  The findings revealed that sexual behaviour of the youth in Mbulu was influenced by age, marital status and religion.  Age and Religion had significant positive regression weights.  This implies that higher scores on these variables predicted higher sexual behaviour risks.  Equally important, marital status was found to have a significant negative regression weight.  This implies that marital status of the youth tended to lower risk sexual behaviour.  The findings also established that age, attitude, and beliefs had a significant positive regression weight in Mufindi.  This implies that higher scores on these variables predicted higher risk sexual behaviours.

6.3 Appraisal of the Model
The model used in the study demonstrated an understanding of the psychosocial competences in relation to sexual behaviour of the youth.  The model specified the variables that influenced sexual behaviour in the study areas.  Moreover, it showed the existing relationships between the key variables.  The model revealed that there were significant direct and indirect relationships between psychosocial competences and sexual behaviour of the youth in the two study areas.  The relationships that existed were weak to moderate.  Furthermore variables such as decision making, attitudes and beliefs, age, marital status and religion were found to be important predictors suggesting that they had impact on sexual behaviour.  In view of the overall findings, the model used in the present study was relevant and appropriate. 

Furthermore, the conclusion made show that this study makes important contributions to the body of knowledge.  The study managed to examine and categorized sexual behaviour risks of the youth.  Moreover it shows the links between sexual behaviour and psychosocial competences such as decision making ability, self awareness and motivation factors of knowledge, attitudes and beliefs.  Therefore the study is potential to offer an understanding of the place of psychosocial competences for HIV and AIDS prevention among the youth in Mbulu and Mufindi and other similar settings.  Furthermore, based on the gaps identified in the literature, the study adds knowledge related to psychosocial competences among the youth and HIV and AIDS prevention in Tanzania.   
6.4 Recommendations 
In the light of the findings and conclusions, the following are recommendations for imparting psychosocial competences and reducing risk sexual behaviour among the youth population.

6.4.1   Recommendations on Policy and Action
This study has the following important implications for practice in the context of policy:  First, the study identified that youth engaged into medium to high risk sexual behaviour. The institutions and community may have the potential to create meaningful youth programmes that will help to change sexual behaviour among the youth.  Programmes to young men and women can focus on a range of services including prevention strategies, risk reduction, and behaviour change.  Therefore relevant policies should be adopted within the community and/or district that may play a role in strengthening youth programmes.  

Second, this study had shown that youth had inadequate psychosocial competences such as decision making and social support for HIV and AIDS prevention.  More efforts are needed to ensure that these competences become available to youth in order to help youth to change their behaviour.  The government through the   Ministry of Youth affairs Sports and Culture in collaboration with Ministry of Education and Vocational Training should plan on how to formulate and finance youth programmes aiming at training and imparting psychosocial competences.  The study suggests that wards can be appropriate and convenient environment within which to establish youth programmes.   
Third, the study has identified that the reproductive health services were not youth friendly in the study areas.  Social workers and health providers should recognize the privacy that youth may need when seeking reproductive health services. This will help to ensure that youth obtain the services, and fourth, the present study calls the Government to evaluate and improve the ways on which reproductive health services are provided to youth specifically on HIV and AIDS prevention.  It was found in this study that the information regarding HIV and AIDS prevention was provided really.  Equally important it was provided through general campaigns that everybody can access. 
 
6.4.2 Recommendations for Future Research Agenda
i.	The findings of the present study suggest that there is need for further investigation.  The findings reported by Buhi and Goodson (2007), revealed that emphasis tended to be placed on developing psychosocial competences in adolescent health literature, however there are limited studies on these skills.  Since the findings of the present study also revealed that psychosocial competencies had links with sexual behaviour, future research should investigate on other psychosocial competences such as interpersonal relationship, assertiveness and problem solving in order to examine their impact on sexual behaviour and suggest ways to impart them among youth.

ii.	This study was conducted mainly among youth participants; more research is needed for specific groups which are vulnerable such as women and young girls.  These groups were found to be at risk and disadvantaged in terms of psychosocial competences and sexual behaviour.  Further studies are needed to target such groups and to examine psychosocial competences that they may require in order to design programmes which will focus on imparting such competences to these groups.  

iii.	Given the various findings from the parents, social workers, and government Officials, future research should include input from other participants such as Religious leaders and respondents from Non Governmental Organizations. 
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APPENDIX 1: CONCEPTUAL DEFINITION OF VARIABLES

VARIABLE	DEFINITION
1. Sexual behaviour  	Sexual activity that may or may not involve sexual intercourse.  It has health implications such as reproduction, sexually transmitted diseases (STDs) and HIV and AIDS infection (GHPG, 2008).  
2. Decision Making 	As a competence is the ability or capacity to form flexible and effective plans for managing different situations when pursuing one’s goals (Miller& Byrnes, 2001).  
3. Self awareness	A state in which people are aware of their traits, feelings and behaviour.  It is the realization of oneself as an individual entity (Crisp & Turner, 2010).
4.Social support  	The process of interaction in relationships which improve coping, esteem, belonging and competence through actual or perceived exchanges of physical or psychosocial resources. (Gottlieb, 2000).  
5.Knowledge    	Facts, information and skills acquired by a person through experience or education.  It is a mix of framed experience, contextual information and values that provides framework for evaluating and incorporating new experiences and information (Davenport & Prusak, 1998).   In this study knowledge refers to facts about HIV and AIDS that include prevention, mode of transmission and cure.  According to Hoff, Greene, & Davis, (2003) youth have misperceptions about the health risks associated with STDs and HIV/AIDS and have incomplete information on safer sex practices.  




APPENDIX  2:  INDEPENDENT SAMPLES T  TEST

		Levene's Test for Equality of Variances	t-test for Equality of Means
		F	Sig.	t	df	Sig. (2-tailed)	Mean Difference	Std. Error Difference	95% Confidence Interval of the Difference
									Lower	Upper
TSEXBEHAV	Equal variances assumed	2.560	.111	-4.349	230	.000*	-.90544	.20818	-1.31562	-.49526
	Equal variances not assumed			-4.359	228.058	.000*	-.90544	.20772	-1.31474	-.49614
TDECIMAK	Equal variances assumed	4.513	.035	-2.804	230	.005*	-2.49777	.89089	-4.25311	-.74243
	Equal variances not assumed			-2.799	226.516	.006*	-2.49777	.89227	-4.25598	-.73956
TSELFAW	Equal variances assumed	1.405	.237	2.334	226	.021*	1.75606	.75254	.27316	3.23897
	Equal variances not assumed			2.345	221.731	.020*	1.75606	.74876	.28047	3.23166
KNOWGHSI	Equal variances assumed	.531	.467	1.796	230	.074	.98811	.55029	-.09615	2.07236
	Equal variances not assumed			1.798	229.616	.073	.98811	.54957	-.09474	2.07095
TSOCIALSP	Equal variances assumed	1.195	.275	3.158	208	.002*	1.49896	.47458	.56335	2.43456
	Equal variances not assumed			3.165	207.912	.002*	1.49896	.47356	.56535	2.43256






APPENDIX 3: CORRELATIONS MATRIX FOR SEXUAL BEHAVIOUR AND DEMOGRAPHIC AND SOCIO ECONOMIC VARIABLES





























 **  Correlation is significant at the 0.01 level (2-tailed).
  *  Correlation is significant at the 0.05 level (2-tailed).





























 	 	 	 	 	 	 	 
               **  Correlation is significant at the 0.01 level (2-tailed).





APPENDIX 5: VARIABLES ENTERED/REMOVED	

District	Model	Variables Entered	Variables Removed	Method
Mbulu	1	 Relig, Age, TDECIMAK,    Education, SELFAW, TATTIDBEL, TKNOWGHSI, Occup, TSOCIALSUP ,  Marital stat , Sex(a)	.	Enter
Mufindi	2	 Relig, TKNOWGHSI,  Marital stat , Occupation, TATTIDBEL, TSOCIALSUP,Educ, TSELFAW, Age, TDECIMAK, Sex(b)	.	Enter

a  All requested variables entered.




APPENDIX   6: MODEL SUMMARY

District	Model	R	R Square	Adjusted R Square	Std. Error of the Estimate
Mbulu	1	.564(a)	.318	.237	1.71210
Mufindi	2	.648(b)	.420	.346	1.45710
a  Predictors: (Constant),  Relig, Age, TDECIMAK,  Educ, TSELFAW, TATTIDBEL, 
    TKNOWGHSI, Occup, TSOCIALSUP, Marital status, Se
 b  Predictors: (Constant),  Relig, TKNOWGHSI,  Marital stat, Occup, TATTIDBEL,
     TSOCIALSUP ,  Educ, TSELFAW, Age, TDECIMAK, Sex





APPENDIX 7:  MODEL GOODNESS OF FIT TO THE DATA ANOVA(c)

 District	Model	 	Sum of Squares	df	Mean Square	F	Sig.
Mbulu	1	Regression	125.881	11	11.444	3.904	.000(a)
 	 	Residual	269.679	92	2.931	 	 
 	 	Total	395.560	103	 	 	 
Mufindi	2	Regression	132.247	11	12.022	5.663	.000(b)
 	 	Residual	182.589	86	2.123	 	 
 	 	Total	314.836	97	 	 	 
                     

  a  Predictors: (Constant),  Relig, Age, TDECIMAK, Educ, TSELFAW, TATTITBEL,  
                          TKNOWGHSI, Occup, TSOCIALSUP ,  Marital status , Sex
                       b  Predictors: (Constant),  Relig, TKNOWGHSI,  Marital stat , Occup, TATTITBEL,  
                           TSOCIALSUP , Educ, TSELFAW, Age, TDECIMAK, Sex
                      c  Dependent Variable: TSEXUALBEHAV


APPENDIX 8: STANDARDIZED AND UNSTANDARDIZED OEFFICIENTS FOR MBULU AND MUFINDI

 District	Model	 	Unstandardized Coefficients	Standardized Coefficients	t	Sig.	95% Confidence Interval 









 	 	 Marital stat	-.605	.048	-.337	-3.281	.001	-.971	-.239
 	 	 Education	.084	.097	.082	.865	.389	-.109	.278
 	 	Occup	-.064	.053	-.116	-1.202	.232	-.170	.042









 	 	Marital stat	-.140	.125	-.102	-1.120	.266	-.387	.108
 	 	Educ	-.056	.098	-.058	-.576	.566	-.250	.138
 	 	Occup	-.019	.049	-.035	-.394	.695	-.117	.079
 	 	 Relig	-.082	.085	-.084	-.964	.338	-.250	.087
a  Dependent Variable: SEXUALBEHAV











                         **  Correlation is significant at the 0.01 level (2-tailed).

















              **  Correlation is significant at the 0.01 level (2-tailed).
              *Correlation is significant at the 0.01 level (2-tailed).














 	 	 Marital stat	-.407	-.204	-.033	.077	.017	-.270	-.423	.101	1.000	-.030	.073	.209
 	 	 Educ	.100	-.167	-.145	.018	.047	.071	-.024	-.121	-.030	1.000	-.322	.048
 	 	Occup	.198	.001	.212	-.085	-.034	.029	-.162	.020	.073	-.322	1.000	-.107









 	 	 Marital stat	.000*	.017*	.361	.205	.426	.002*	.000*	.139	.	.374	.215	.012*
 	 	 Educ	.146	.042*	.058*	.423	.308	.223	.399	.096	.374	.	.000*	.305
 	 	Occup	.018*	.494	.011*	.181	.357	.378	.040*	.415	.215	.000*	.	.125
 	 	 Relig 	.096	.114	.210	.344	.144	.242	.408	.279	.012*	.305	.125	.


APPENDIX  11(b): CORRELATION MATRIX FOR THE RELATIONSHIP BETWEEN SEXUAL BEHAVIOUR AND PSYCHOSOCIAL VARIABLES IN MUFINDI









 	 	 Marital stat	-.295	-.052	.012	-.180	-.180	-.047	-.363	-.173	1.000	.101	.080	-.086
 	 	  Educ	-.209	-.102	-.131	-.342	-.141	-.138	-.083	-.422	.101	1.000	-.289	.070
 	 	Occup	-.085	.029	-.010	.032	-.002	-.071	-.185	.046	.080	-.289	1.000	-.096
 	 	 Relig	.028	.049	-.059	.151	-.024	.014	.201	.118	-.086	.070	-.096	1.000








 	 	 Marital stat	.001*	.302	.448	.028*	.029*	.310	.000*	.032*	.	.143	.200	.183
 	 	  Educ	.013*	.155	.082	.000*	.070	.072	.191	.000*	.143	.	.001*	.230
 	 	Occup	.188	.386	.459	.368	.491	.226	.025*	.315	.200	.001*	.	.154





APPENDIX  12: AGE AND SEX DISTRIBUTION OF HIV TESTING AND COUNSELLING AND NEW CLIENTS HIV POSITIVE  

Iringa  -Mufindi Indicator	Total	Total	Total	M	    F	M 	F  	M	 F	M	F  	M	F
		  M	    F	 < 15	 < 15	 15 - 24	15 - 24	 25 - 34	 25 -34	 35 - 49	35 - 49	 > 49	 > 49
Number of new clients pre-test counselled	26471	12820	13651	657	756	4789	5285	3010	3824	3282	2746	1082	1041
Number of new clients post-test counselled and given HIV results	25538	12500	13038	594	472	4706	5162	2940	3748	3215	2646	1045	1010
Number of new clients HIV positive	4400	1774	2626	120	135	176	571	750	1091	534	646	194	183
Manyara - Mbulu													
Number of new clients pre-test counselled	32487	14360	18127	522	559	4319	6490	4138	5823	3449	3831	1932	1424
Number of new clients post-test counselled and given HIV results	32487	14360	18127	522	559	4319	6490	4138	5832	3449	3831	1932	1424
Number of new clients HIV positive	238	97	141	2	1	37	48	31	56	16	28	11	8

Source: Own Compilation from NACP (2011) Surveillance Report No. 22

APPENDIX  13:  QUESTIONNAIRE FOR YOUTH
INSTRUCTIONS
1 	This questionnaire intends to collect data about sexual behaviour and Psychosocial Competences for HIV prevention among youth in Mufindi and Mbulu Districts. 
2	Please, answer all questions correctly as instructed. You may skip   any question which you fill uncomfortable to answer.
3	Please your answers are important in this study and there is no right or  wrong answer
4	The researcher asks your maximum cooperation to make this work successful.
5	Please, all information supplied will be strictly treated confidential and used for intended aim only.
6	Don’t write your name/address anywhere in this questionnaire.
PART 1 DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS
	Fill the blank provided or tick the answer that corresponds to the respond of your choice in the space provided.  
1	What is your age?         	Age_______years.
2	Sex	1  Female2  Male 
3	Residence	1  Village  
		2  Ward
		3   District  
4	What is your marital status currently?	1  Married, living with spouse
		2  Married, spouse lives elsewhere
		3  Not married, but living with a partner
		4  Not married
		5  Divorced/separated
		6  Widowed
5	What is your highest level of education?	1  Not attended school
		2  Secondary education	
		3  Graduate
		4  High school Education
		5  Diploma Education
		6  Other…………………………..              

6	Occupation	1  Farmer  		 
		2  Pastoralist		 
		3  Business man/woman  	           
		4  Teacher		                       
		5  Nurse			 
		6  Doctor			            
		7  Government official	 
		8  Counsellor                                
		9  Student		                       		




PART 2   SEXUAL BEHAVIOUR OF YOUTH
The following questions require information about your personal life with regard to  sexual behaviour.  Please tick one of the answers provided. 
7	Have you ever had a boyfriend/girlfriend/partner?	1  Yes2   No
8	  Do you currently have a boyfriend/girlfriend/partner?	1  Yes2   No
9	How old were you when you first had a boyfriend/girlfriend/partner?	1  Less than 15 years old  		  
		2  15 years old		
		3  16 years old		
		4  17 years old		
		5  18 years or older
10	Have you ever lived with a boyfriend/girlfriend/partner?	1  Yes2   No
11	Have you ever had sexual intercourse?	1  Yes
	(For the purposes of this study, “sexual   intercourse,” is defined as vaginal or anal penetrative sexual intercourse.)	2   No
12(a)	Did you start sexual activity before 18 years?	1  Yes2  No
12(b)	At which age did you first involve yourself in sexual intercourse?	1   Less than 15 years old	
		2   15 years old		
		3   16 years old		
		4   17 years old
13	During the past 12 months, have you had sexual intercourse?	YesNo
14	Have you had multiple sexual partners within the last 12 months? 	1   Yes2    No
15	Have you or your partner ever used a condom?	Yes No




PART 3   KNOWLEDGE ON SEXUALLY TRANSMITTED INFECTIONS
	The following questions require your understanding about sexually transmitted infections. (Tick all that   you know.)












18	What signs or symptoms suggest that a person has a sexually transmitted  infection (STI)?  
			Yes	   No
a	Discharge from penis/vagina	1	2
b	Burning pain or itching in penis/vagina	1	2
c	Abnormal vaginal bleeding	1	2
d	Loss of weight	1	2
e	Sores or warts on penis/vagina	1	2
f	Painful urination	1	2





PART 4  YOUTH ATTITUDES AND BELIEFS ON HIV AND AIDS PREVENTION
The following questions require your attitudes and beliefs on HIV and AIDS prevention.  Please tick the number that you think it best fit to your opinion.     Disagree = 1     Don’t know = 2,   and  Agree = 3 
	        Statements	3	2	1
19(a)	 I plan to wait until marriage before having sex.			
19(b)	 I plan to use a condom and will not have sex without using one.	          			
19(c)	 I plan to see a provider for services and information			
19(d)	A girl who carries condoms in her purse cares about herself.			
19(e)	Carrying condoms is difficult because it makes it look as if a person    plans to have sex.			
19(f)	A woman would lose a man’s respect if she requested that he use a   condom.			
19(g)	 It is embarrassing to purchase a condom.  			
19(h)	Using condoms is a sign of not trusting your partner.			
19(i)	Using condoms is a sign of mutual respect.			









PART 5  DECISION MAKING ABILITY ON HIV PREVENTION
The statements in the Table ask how you often make decisions. The questions are so personal, asking how you make decisions about your sexual behaviour and HIV prevention.  Give each item a rating of how much it applies to you by using the following scale. 
	  Tick     1= if you do it almost never which means about 5%   2= if you do it sometimes which means about 25%   3= if you do it half the time which means about 50%   4= if you do it usually which means about 75%   5= if you do it almost always which means about 95%
	        Statements	5	4	3	2	1
20(a)	When you are faced with a decision on HIV prevention, how often do you take responsibility for making decision about it?  					
20(b)	When you have to make a decision on HIV prevention, how often do you think hard about the consequences of each possible choice? 					
20(c)	When you have to make a decision on HIV prevention, how often do you get as much information as you can before making the decision?					
20(d)	When you have to make a decision on HIV prevention how often do you first discuss with others.					
20(e)	When you have to make a decision about your sexual behaviour   (for example having sex) how often do you take responsibility for the consequences?					
20(f)	When you have to make a decision about your sexual behaviour, how     often do you think hard about the consequences of each possible choice? 					
20(g)	When you have to make a decision about your sexual behaviour,					
	 how often do you first get as much information as you can?					
20(h)	When you have to make a decision about sexual behaviour, how often do you first discuss with others.					
20(i)	When you have to make a decision about sexual behaviour, how often do you make it on the sport without worrying about the consequences? 					






PART  6  SOCIAL SUPPORT   FOR  HIV AND AIDS PREVENTION  
	The following questions require information about social support for HIV and AIDS  prevention.  Please tick the response of your choice.   
22(a)	Is your father alive?  	YesNo (skip to Qn 3)	
22(b)	Does your father usually live with you?	YesNo    
22(c)	Is your mother alive?	Yes 2     No (skip to Qn 3)
22(d)	Does your mother usually live with you?	YesNo
22(e) 	Have you ever talked with one or both of your parents or an adult family member about the following:                                                       	  Yes	No
	Sexually transmitted infections?           	1	2
	How to say no to sex?    	1	2
	How to prevent AIDS?                               	1	2
	Using safe sex practices?                                                   	1	2
22(f)	Have you ever talked with one or both of your parents or an adult family member about:                                                        	  	
		Yes	No
	What is right and wrong about sexual behaviour  	1	2
	What my parents think about unmarried youth having sex        	1	2
	What my friends think about sex	1	2
	My questions about sex	1	2
	Reasons why I shouldn’t have sex at an early age	1 	       2
22(g)	Is there support among your friends for you to wait until marriage before having sexual intercourse?	  Yes  No
22(h)	Do unmarried girls in this community encourage other girls not to have sex with boys or older men?	      1       Yes      2        No
22(i)	Do unmarried boys in this community encourage other boys not to have sex with girls or older women?	      1       Yes      2        No
22(j)	Have you ever obtained information and/or services from any youth organizations that provide reproductive health information to youth?	      1       Yes      2        No
22(i)	Are your parents supportive of your decisions?	      1       Yes      2        No
Thanks for your cooperation

APPENDIX 14: FOCUS GROUP DISCUSSION GUIDE FOR YOUTH

INTRODUCTION
My name is Bertha E. Losioki. I am conducting a study on Sexual Behaviour and Psychosocial Competences for HIV and AIDS prevention among youth. As part of my study, I ask you here to discuss sexual behaviour of youth and the Psychosocial Competences for HIV and AIDS prevention. Our discussion will last for about 45 minutes.

I will be helping to guide the discussion and make sure everybody has a chance to speak. This is my   Research Assistant _______. She/he will be making notes during the discussion so that we do not forget any of the points discussed.  she/he will not write down any names, so whatever you say will be confidential.
Please remember, you are the experts and we are here to learn from you.   Tell us your views, whatever they are.  Please don't interrupt anyone and try to give everyone a chance to speak.

QUESTIONS
1.	Youth face many different health problems. What are the greatest health problems that youth here face?
2.	What different kinds of sexual behaviour take place here?( sexual  behaviour here  refers to sexual activity that may or may not involve sexual intercourse and that have health implications such as reproduction, sexually transmitted diseases (STDs) and HIV and AIDS infection).  
3.	Which kinds of sexual behaviour are most common?
4.	Which kinds of sexual behaviour are the most risky and why?
5.	Are youth having sex? If so, at what age? Who are their partners? 
6.	What are the different reasons youth have sex? Are some kinds of sexual partnerships riskier for youth and why?
7.	What kinds of sexual relationships are contributing most of youth to STI/HIV transmission in this area? Why?
8.	What do youth do to protect themselves from STI/HIV infection? Why is it that youth sometimes protect themselves, but not always?
9.	What do youth do if they get an STI?   How much do they pay for treatment? How are they treated? What would be the best places to provide STI care?  
10.	Are condoms known to youth? If so, where do they get them? How much do they pay for them? Where would be the best places for youth to get condoms? What can be done to make condoms easier to get and to use?
11.	Do youth use condoms with their sexual partners? Do they use condoms regularly? When youth use condoms, what are the major reasons why they use them? When youth do not use condoms, what are the major reasons why they do not use them? What are the greatest obstacles to condom use? What can be done to help youth to use condoms regularly?
12.	What do youth know about HIV and AIDS? How serious is the   problem of HIV and AIDS?  Why do they think it is/isn't such a serious problem? Have youth’s lives changed because of HIV and AIDS? If so, why and how. If not, why not?
13. Do youth   talk with their parents or an adult family member about sexually      transmitted infections and HIV and AIDS Prevention? Are parents supportive to      youth decisions with regard to HIV preventio? Is there support among youth      themselves to wait until marriage before having sexual intercourse?
14.When youth have to make decisions on HIV prevention, how often do they do the       
    following:-
	Get as much information as they can before making the decision
	Discuss first with others before making the decision.
	Take responsibility for the consequences before making the decision
15.   When youth have to make decisions about sexual behaviour   (for example          
        having   sex) how often do they do the following:-
	Think hard about the consequences of each possible choice.
	Make it on the sport without worrying about the consequences. 
	Trust their inner feelings and reactions
16. What can you say about youth with regard to the following?
	Understanding /accepting/ themselves.
	Satisfaction with their behaviour in general.
	Openness to others.
	Their behaviour being  influenced by  friends
	Having the ability to protect themselves from HIV and AIDS   infection. 
	Knowing that they can be infected if they had unprotected sex.
	Convincing friends to reduce risky behaviours.
17. Is there any youth organizations that provide reproductive health information to 
youth in this area? How would you describe health services provided to youth in general?
Thank you for your cooperation
APPENDIX   15: STRUCTURED INTERVIEW FOR VEO/WEO/SOCIAL WORKERS

INSTRUCTIONS
The purpose of this Interview is to collect information from Village and Ward officials and social workers about youth-related issues. The information you share with me will help to collect data about sexual behaviour and Psychosocial Competences for HIV and AIDS prevention among youth in your area, and it will greatly help to design youth programs that will help youth to change their behaviour and therefore reduce the risk for HIV and AIDS infection.  

If you do not feel comfortable answering some of the questions, please inform me so as to skip the question.         
1. What is your age?         …………
2. Sex
1. Female			(     )
2. Male			(     )
3. Your Village  .. …………..............      Ward........................................
4. Your District  …………………….
5. What is your marital status currently?
1. Married, living with spouse
2.Married, spouse lives elsewhere





6. What is your highest level of education?
1. Not attended school 	(     )	   2. Primary school    (     )
3. Secondary education          (     )	4. Diploma Education	(     )
5. Graduate			(     )     6.  Other               …………… 
7.   Occupation
    1.  Farmer  			           (    )
    2.   Pastoralist		           (    )
    3.  Business man/woman  		(    )
    4.  Government official		(    )
    5. Social worker                           (    )
                6.Other (Specify )           ………………………..
8.  What is your religious denomination? 
1. None  				(    )
2. Catholic				(    )
3. Protestant				(    )
4. Moslem				(    )			
5. Other (Specify )           ……………………….
 9. Are you aware of any youth organizations in your community?
        Yes		 			(     )
         No 		 			(     ) 
10. If  yes, could you mention as many as you can think
     of ?  _____________________________________________
11. Are you aware of any youth organizations that provide reproductive health 
     information to youth?
        Yes		      			(     )
        No Skip to Q. 13	      			(     )
12. If yes, could you list as many as you can think
        of ?      _____________________________________________              
13. Do youth have opportunity  to receive reproductive health information from
      such an organization?
  	Yes 		 			(     )  
            No		 			(     )
14.  If not, what are some of the reasons? ___________________
15. Are you aware of any health facilities that provide reproductive health services  
        to youth?
               Yes                                              (     ) 
               No Skip to Q. 17                           (     )                             
16. If so, could you list as many as you can think of ?       
       __________________________, __________________________
17.  Do you have youth friendly health services in your area? 
            Yes Skip to Q. 18	 	            (     )
             No	 	           (     )
18.  If not, what are some of the reasons?______________________  
19. Do you think condoms should be available to youth in the community?
           Yes                     		            (     )
           No                      	             (     )
20. If not, what are some of your reasons?
       _______________________________________
       _______________________________________
       _______________________________________
                                   Thanks for your cooperation


APPENDIX 16: STRUCTURED INTERVIEW FOR PARENTS OF YOUTH
The purpose of this interview is to collect information from parents about youth-related issues.  The information you share with me will help to collect data about sexual behaviour and Psychosocial Competences for HIV and AIDS prevention among youth in your area, and it will greatly help to design youth programs that will help youth to change their behaviour and therefore reduce the risk for HIV and AIDS infection. 

If you do not feel comfortable answering some of the questions, please inform me so as to skip the question. 
 1. What is your age?         …………
2. Sex
(i)  Female			(     )
(ii) Male			(     )
3. Your Village  .. …………..............      Ward........................................
4. Your District  …………………….
3. What is your marital status currently?
( i) Married, living with spouse
(ii) Married, spouse lives elsewhere





4. What is your highest level of education?
(i) Not attended school	(     )	(iii) High school Education	(     )
(ii) Secondary education	(     )	(iv) Diploma Education	(     )
(v) Graduate			(     )     (vi) Other               …………… 
5.   Occupation
( i )     Farmer  			(    )
( ii)     Pastoralist			(    )
(iii)     Business man/woman  		(    )
(iii)	Teacher			(    )
(iv)	Nurse				(    )
(v)	Doctor				(    )
(vi)	Government official		(    )
(vii)	Counsellor			(    )			
( v)      Other (Specify )           ………………………..
6.  What is your religious denomination? 
( i ) None  				(    )
( ii) Catholic				(    )
(iii) Protestant				(    )
(iv) Moslem			             (    )			
( v) Other (Specify )           ………………………..
7.  How many children do you have between the ages of 15 and 35 
      years?__________
8.  How many are boys?____    How many are girls?_______
9.  How often do you get a chance to discuss issues related to your adolescent 
     children’s lives ?_____________________
10. What issues do you think are important to discuss with them? 
      Explain_______________.
11. Do you set rules over what your children can read, watch or do ?
       			 Yes			    (   )
       			  No                               (   )             Skip to Q. 13
12.  If so, what are some of these rules?........................................................................
     ……………………………………………………………………………………
13. Have you ever discussed sexual matters with any of your adolescent children?
                                     Yes	                  (   )
       			  No                              (   )               Skip to Q. 15
14.  If so, did you feel comfortable discussing sexual matters with them?
     			Yes	                  (   )
    			No	                  (   )
15. Do you believe you have enough knowledge to discuss sexual matters with your 
      children?
       			 Yes 	                        (   )     Skip to Q. 17
     			 No                             (   )
16. If not, what topics would you like to receive more information on?
17.  Have you ever discussed your values on premarital sex with your adolescent 
       children?
       			 Yes 	                       (   ) Skip to Q.19
        			 No                             (   )
18.  If not, what are some of your reasons?
19.  Are you aware of any youth organizations in your community?
            		 Yes                            (   )
              		  No                            (   )    Skip to Q. 21
20.  If so, could you list as many as you can think of?
        _______________________________________
 21.  Are you aware of any youth organizations that provide reproductive health 
        information  to youth?
                  	             Yes                         (    )
                 	              No	                     (    )          Skip to Q. 23
 22.  If so, could you list as many as you can think of?
          ______________________________________
23.  Would you allow your adolescent children to receive reproductive health   
        information    from such an organization?
           			  Yes                      (    ) Skip to Q. 25
           			 No	      (    )
24 .If not, what are some of your reasons?
       ________________,_________________________,______________________
25. Are you aware of any health facilities that provide reproductive health services  
       to youth?
 Yes	   (    )
  No                              (    )      Skip to Q. 27
26. If so, could you list as many as you can think of?
   _____________________,____________________________,________________
27. Would you allow your adolescent children to seek reproductive health services from a health facility?
Yes	                         (    )        Skip to Q. 29
No                                (    )
28 If not, what are some of your reasons?
29. Do you think condoms should be available to youth in the community?
Yes 	                        (    )
 No                              (    )
30.  If not, what are your some of your reasons?
       ________________________________
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